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MEMBERS 
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FAREE,  ARTHUR,  M.D.,  F.R.S. 

PLAYFAIR,  WILLIAM  S.,  M.D. 

BASSETT,  JOHN,  M.D.   (Birmingham). 
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POTTER,  JOHN  BAPTISTE,  M.D. 
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DAVIS,  JOHN  HALL,  M.D. 

HEWITT,  GRAILY,  M.D. 
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CARTER,  CHARLES  HENRY,  M.D. 
CHAMPNEYS,  FRANCIS  HENRY,  M. A .,  M.B. 
CROSS,  RICHARD,  M.D.  (Scarborough). 
CORY,  ROBERT,  M.B. 
DUNCAN,  JAMES  MATTHEWS,  M.D. 
EASTES,  GEORGE,  M.B. 
GREENE,  WILLIAM  THOMAS,  M.A.,  M.D, 
KIALLMARK,  HENRY  WALTER. 
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1859  EDWARD  EIGBT,  M.D. 

1861  WILLIAM  TTLEE  SMITH,  M.D. 

1863  HEXEY  OLDHAM,  M.D. 

1865  EOBEET  BARNES,  M.D. 
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1869  GEAILT  HEWITT,  M.D. 
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1875  AVILLIAM  OTEEEND  PEIESTLEY,  M.D. 
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AVELING,  JAMES  H.,  M.D. 

BARNES,  ROBERT,  M.D. 

BLACK,  JAMES  WATT,  M.D. 

DAVIS,  JOHN  HALL,  M.D. 

DRAGE,  CHARLES,  M.D.,  Hatfield. 

DUNCAN,  JAMES  MATTHEWS,  M.D.,  F.R.S.  Ed. 

EDIS,  ARTHUR  W.,  M.D. 

GERVIS,  HENRY,  M.D. 

GRIMSDALE,  THOMAS  F.,  Esq.,  LiverpooL 

HEWITT,  GRAILY,  M.D. 

HICKS,  JOHN  BRAXTON,  M.D.,  F.R.S. 

JACKSON,  EDWARD,  M.B.,  Sheffield. 

LEISHMAN,  WILLIAM,  M.D.,  Glasgow. 

MALINS,  EDWARD,  M.D.,  Birmingham. 

MARCH,  HENRY  COLLEY,  M.D.,  Rochdale. 

OXLEY,  MARTIN  G.   B.,  L.K.Q.CP.  Ireland  (Liverpool). 

POTTER,  JOHN  BAPTISTE,  M.D. 

PRIESTLEY,  WILLIAM  0.,  M.D. 

ROBERTS,  DAVID  LLOYD,  M.D.,  Manchester. 

ROGERS,  WILLIAM  RICHARD,  M.D. 

ROPER,  GEORGE,  M.D. 

SAVAGE,  HENRY,  M.D. 

SCOTT,  JOHN,  Esq.,  F.R.C.S. 

SaUIRE,  WILLIAM,  M.D. 

SWAYNE,  JOSEPH  GRIFFITHS,  M.D.,  Clifton. 

THORBURN,  JOHN,  M.D.,  Manchester. 

TILT,  EDWARD  JOHN,  M.D. 

WELLS,  T.  SPENCER,  Esq.,  F.R.C.S. 
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BOARD  FOR  THE  EXAMINATION  OF  MIDWIVES. 
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EX-OFFICIO. 


AYELING,  JAMES   H.,  M.D. 

BAEXES,  R.  S.  FANCOrRT,  M.D. 

BRrXTOX,  JOHN,  M.D. 

EOPEE,  GEORGE,  M.D. 
(GODSON,  CLEMENT,  M.D.,  Hon.  Sec. 
I GALABIN,  ALFRED  LEWIS,  M.D.,  Hon.  Sec. 


LIBRARY  COMMITTEE. 


AVELING,  JAMES  H.,  M.D. 
BARNES,  R.  S.  FANCOURT,  M.D. 
BARNES,  ROBERT,  M.D. 
EDIS,  ARTHUR  W.,  M.D. 
POTTER,  JOHN  BAPTISTE,  M.D. 
PLAYFAIR,  W.  S.,  M.D.,  Fresidetit. 
GERVIS,  HENRY,  M.D.,  Treasurer. 
EX-OFFICIO.-;  GODSON,  CLEMENT,  M.D.,  ") 

GALABIN,  ALFRED  LEWIS,  M.D.,  j 
LhERMAN,  GEORGE  E.,  M.B.,  Hon,  Lih. 


Hon.  Sees. 


COMMITTEE    FOR    THE    COLLECTION    OF 
SPECIMENS   OF   PELVES,   ETC. 


OHAT-RMAX-. 


Ex-omcio. 


' HOXOEAET 
SECKETAET. 


BAENES,  EGBERT,  M.D. 
BASSETT,  JOHN,  M.D.,  Birmingham. 
BLACK,  JAMES  WATT,  M.D. 
BURZORJEE,  BrEZOEJEE  DOEABJEE, 

Bombay. 
CHAELES,    T.     EDMONSTOTJNE,    M.D., 

Calcutta. 
GEIMSDALE,   THOMAS  F.,   L.E. C.P.Ed., 

Liverpool. 
HAYES,  THOMAS  C,  M.D. 
KIDD,  GEOEGE  H.,  M.D.,  DubHn. 
LEISHMAN,  WILLIAM,  M.D.,  Glasgow. 
McCALLUM,  DUNCAN  CHAELES,  M.D., 

Montreal. 
MAETIN,  LAWEENCE  J.,  M.D.,  Melbourne. 
PEEEIGO,  JAMES,  M.D.,  Montreal. 
POTTEE,  JOHN  BAPTISTE,  M.D. 
PRICE.  WILLIAM  NICHOLSON,  Leeds. 
EOBEETS,  DAVID   LLOYD,   M.D.,   Man- 

Chester. 
SAVAGE,  HENEY,  M.D. 
SHOETT,  JOHN,  M.D.,  Madras. 
S WAYNE,   JOSEPH   GRIFFITHS,   M.D., 

Bristol. 
PLAYFAIR,  W.  S.,  M.D.,  President. 
GODSON,  CLEMENT,  M.D.,  Hon.  Sec. 
GALABIN,  ALFRED  LEWIS,M.D.,^o^./S'^c. 

j  SMITH,  HEYWOOD,  M.D. 
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Jones,  Evan,  Esq Aberdare. 

Baetkum,  John  S.,  Esq.,  F.R.C.S Bath. 

CoRRY,  Thomas  C.  S.,  M.D Belfast. 

Berry,  Samuel,  Esq.,  F.R.C.S Birmingham. 

Hall,  Alfred,  M.D Brighton. 

SwAYNE,  Joseph  Griffiths,  M.D Bristol. 

Roper,  Alfred  George,  Esq Croydon, 

Baker,  John  Wright,  Esq Derby. 

Batten,  Rayner  W.,  M.D Gloucester. 

Walker,  Alfred,  M.D Hertford. 

Clark,  James  Fenn,  Esq Leamington. 

Braithwaite,  James,  M.D Leeds. 

Wallace,  John,  M.D Liverpool. 

Roberts,  David  Lloyd,  M.D Manchester. 

Copeman,  Edward,  M.D Norwich. 

Symonds,  Frederick,  Esq.,  F.R.C.S Oxford. 

Walker,  Thomas  James,  M.D Peterborough. 

Harrinson,  Isaac,  Esq.,  F.R.C.S Reading. 

Wilson,  Robert  James,  F.R.C.P.  Ed St.  Leonard's. 

Cross,  Richard,  M.D Scarborough. 

Jackson,  Edward,  M.B s  Sheffield. 

Fowler,  James,  Esq Wakefield. 

Butler,  Frederick  John,  M.D Winchester. 

Harris,  William  John,  Esq Worthing. 

Charles,  T.  Edmonstoune,  M.D Calcutta. 

Williams,  David  John,  M.D Victoria,  Australia. 

Fetherston,  Gerald  H.,  M.D Melbourne,  Australia. 

Coward,  John  W.,  Esq Christchurch,  New  Zealand. 

Perrigo,  James,  M.D Montreal,  Canada. 

Temple,  James  Algernon,  M.D Toronto,  Canada  West. 

BuRDETT,  David  E.,  M.B Ontario,  Canada. 

Anderson,  L  W,,  M.D Jamaica, 
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Henry  Oldham,  M.D.,  Cavendish  place. 

Robert  Barnes,  M.D,,  Harley  Street. 

Thomas  Spencer  Wells,  Upper  Grosvenor  Street. 


HONORARY  FELLOWS. 

BRITISH    SUBJECTS. 


JElected 

1862  McClintock,  Alfred  H.,  M.D.,  late  Master  of  the  Lying- 
in  Hospital ;  21,  Merrion  square,  Dublin. 

1862  Duncan,  James  Matthews,  M.D.,  A.M.,  F.R.S.  Ed., 
Physician-Accoucheur  to  and  Lecturer  on  Midwifery  and 
Diseases  of  Women  and  Children  at  St.  Bartholomew's 
Hospital ;  71,  Brook  street,  Grosvenor  square,  W. 
Council,  1878-80. 

1870  Farre,  Arthur,  M.D.,  F.R.S.   (Hon.   Pres.),  Physician- 

Accoucheur    to    H.R.H.   the  Princess   of  Wales  ;   18, 
Albert  Mansions,  Victoria  street,  Westminster. 

1871  Keiller,  Alexander,  M.D.,  F.R.S.  Ed.,  Physician  to  the 

Royal  Maternity  Hospital,  Lecturer  on  Midwifery  and 
Diseases  of  Women  and  Children  at  Surgeons'  Hall, 
Edinburgh;  21,  Queen  Street,  Edinburgh. 
1871  KiDD,  George  H.,  M.D.,  F.R.C.S.L,  Obstetrical  Surgeon 
to  the  Coombe  Lying-in  Hospital,  and  Examiner  in 
Midwifery  at  the  Queen's  University  and  Royal  College 
of  Surgeons  of  Ireland;  30,  Merrion  square  south, 
Dublin. 
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1870  West,  Charles,  M.D.,  F.R.C.P.,  Corresponding  Member 
of  the  Academy  of  Medicine  of  Paris;  61,  Wimpole 
street,  Cavendish  square.     Pres.  1877-8. 


FOREIGN    SUBJECTS. 

1872  Barker,  Fordyce,  M.D.,  Professor  of  Clinical  Midwifery 
and  Diseases  of  Women  at  the  Bellevue  Hospital 
Medical  College,  and  Obstetric  Physician  to  the  Bellevue 
Hospital ;  Consulting  Physician  to  the  New  York  State 
Woman's  Hospital,  &c. ;  85,  Madison  avenue,  New  York. 

1863     Braun,  Carl,  M.D.,  Professor  of  Midwifery,  Vienna. 

1875  CouRTY,  Amedee,  M.D.,  Clinical  Professor  at  the  Faculty 
of  Medicine  of  MoutpeUier. 

1863  Depaul,  Jean  Anne  Henri,  M.D.,  Professor  of  Clinical 
Midwifery,  53,  Eue  de  Varennes,  Paris. 

1863  Faye,  F.  C,  M.D.,  Professor  of  Midwifery  in  the  University 

of  Christiauia. 

1864  Hecker,  C,  Von,  M.D.,  Munich. 

1866  Hugenberger,  Theodor,  M.D.,  a  la  Maternite  et  aux 
Eufants  Trouves  Hopital  des  Accouchements,  Moscow. 

1866     Lazarewitch,  J.,  M.D.,  Kharkoff,  Russia, 

1864  Pajot,  Ch.  M.D.,  Professor  of  Midwifery  to  the  Faculty  of 
Medicine,  Paris. 

1866    RizzoLi,  Francesco,  M.D.,  Bologna. 

1862  ScANZONi,  F.  W.  von,  M.D.,  Professor  of  Midwifery, 
Wiirzburg. 

1864  Sims,  J.  Marion,  M.D.,  late  Surgeon  to  the  Women's  Hos- 
pital; 267,  Madison  avenue,  New  York. 

1872  Spiegelberg,  Otto,  M.D.,  Professor  of  Clinical  Midwifery, 
and  Director  of  the  Gynaecological  Clinique  in  Breslau. 

1877     Stoltz,  Professor,  M.D.,  Nancy. 

1866    Thomas,  Abraham  Everard  Simon,  M.D.,  Leyden. 
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1872     Thomas,  T.  Gaillard,  M.D.,  Professor  of  Obstetrics  in  the 

College    of    Physicians    and   Surgeons  ;    296,    Fifth 

avenue,  New  York. 

1862    ViRCHow,  Rudolf,  M.D,,  Professor  of  Pathological  Ana- 
tomy in  the  University  of  Berlin. 


CORRESPONDING    FELLOWS. 

1873    Martin,  A.  E.,  M.D.,  Berlin. 
1876     BuDiN,  P.,  M.D.,  Paris. 

1876  Chadwick,  James  R,,  M.A.,  M.D.,  Physician  for  Diseases 

of  Women,  Boston  City  Hospital;    Clarendon  street, 
Boston,  Massachusetts,  U.S. 

1877  GooDELL,  William,  A.M.,   M.D.,   Professor   of  Clinical 

Gynaecology    in    the    University    of    Pennsylvania  ; 
Philadelphia,  Pennsylvania. 

1876    LusK,  "William  J.,  M.D.,  Professor  of  Obstetrics,  Eellevue 
Hospital  Medical  College ;  New  York. 

1876  Prevot,  Oscar,  M.D.,  Moscow. 

1877  Storeb,  Horatio,  M.D.,  Boston,  Mass. 


ORDINARY     FELLOWS. 

January,  1880. 


Those  marked  thus  (*)  have  paid  the  Composition  Fee  in  Ueu  of  further 
annual  subscriptions. 
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Society. 


Elected 

1874  Adam,  A.  Meecer,  M.D.,  The  Ch«rchyard,  Boston,  Lincoln- 

shire. 

1869  Adams,    Thomas    Rutherford,    M.D.,    Surgeon    to    the 

Croydon  General  Hospital ;  Stamford  House,  St.  James's 

road,  "West  Croydon,  S. 
1879     Addis,  Philip,  L.E.C.P.  Ed.,  Iver,  Bucks. 
1859     Aldersey,  William  Hugh,  M.B.  Lond.,  F.R.C.S.,  Laurels, 

West  street,  Bromley,  Kent. 
1871     Alderson,  Frederick  H.,  Southerton  House,  Glenthorne 

road,  Hammersmith,  W. 
1878     Aldeed,  Henry  Allex,  M.D.,  4,  Westbourne  park,  W. 
1878    Alford,  Frederick  Stephen,  61,  Haverstock  hill,  N.W. 
1873     Allen,    Hexrt    Marcus,   M.R.C.P.    Ed.,    38,    Regency 

square,  Brighton. 
1859     Amsden,    George    John,   M.D.,   Wynters,  Widford,  near 

Ware,  Herts. 
1878     Anderson,   Izett  V/illiam,   M.D.,   92,    Hanover  street, 

Kingston,  Jamaica.     Hon.  Loc.  Sec. 

1875  Anderson,  John  Ford,  M.D.,C.M.,  28,  Buckland  crescent, 

Belsize  park,  N.W. 
1866     Andrews,  Henry  Charles,  M.D.,  1,  Oakley  square,  N.W. 
1859     Andrews,  James,  M.D.,  149,  Camden  road,  N.W. 

1870  Appleton,  Robert  Carlisle,  Toll  Garel,  Beverley. 

1859     Archer,  John,  F.R.C.S.,   9,  Carpenter   road,  Edgbaston, 
Birmineham. 
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Elected 

1871  Argles,  Frank,  L.R.C.P.  Ed.,  Hermon  Lodge,  Wanstead, 

Essex,  N.E. 
1861     Armstrong,  John,  M.D.,  Green  street  green,  Dartford,  Kent. 
O.F,     AvELiNG,  James  H.,  M.D.,  Physician  to  the  Chelsea  Hospital 

for  Women;    1,  Upper  Wimpole   Street,  W.     Council, 

1865-66,  1872.      Son.  Sec.  1873.      Hon.  Lib.  1874-6. 

Vice-Pres.  1877-8. 

1872  Ayling,  Arthur  H.  W.,  103,  Great  Portland  street,  W. 
1859     Ayling,  William  Henry,  L.R.C.P.  Ed.,  103,  Great  Portland 

street,  W. 

1873  Bailey,  James  Johnson,  M.D.,  L.R.C.P.  Ed.,  Hill  Crest, 

Marple,  Cheshire. 

1875  Bailey,  Thomas,  Godstone,  Surrey. 

1877     Baker,   Albert   de  Winter,  2,    Lawn  terrace,  Dawlish, 

Devon. 
1867     Baker,  John  C,  M.D.,  F.R.C.S.  Ed. ;  6,  Gambier  terrace, 

Hope  street,  Liverpool. 

1876  Baker,  John  Penning,  6,  York  place,  Portman  square,  W. 
1859     Baker,  John  Wright,  Surgeon  to  the  Derbyshire  General 

Infirmary;   102,  Friar  gate,  Derby.     Council,  1879-80. 

Hon.  Local  Sec. 
O.F.      Bannister,  John  Henry,  436,  Oxford  street,  W. 
1869     Bantock,    George    Granville,   M.D.,    Surgeon    to    the 

Samaritan  Free  Hospital ;   12,  Granville  place,  Portman 

square,  W.     Council,  1874-6. 

1874  Barber,  Ed-ward,  259,  Glossop  road,  Sheffield. 

1874  Barclay,  JorfN,  M.D.,  10,  Low  street^  Banff. 

O.F.  Barnes,  Robert,  M.D.,  F.R.C.P.,  Obstetric  Physician  to, 
and  Lecturer  on  Midwifery  at,  St.  George's  Hospital; 
15,  Hurley  street.  Cavendish  square,  W.  Vice-Pres. 
1859-60.  Council,  1861-62,  1867.  Treas.  1863-64. 
Pres.  1865-66.     Trustee. 

1875  Barnes,  R.  S.  Fancourt,  M.D.,  Physician  to  the  British 

and  General  Lying-in  Hospital ;  Assistant  Physician  to 
the  Royal  Maternity  Charity;  Obstetric  Physician 
to  the  St.  George's  and  St.  James's  Dispensary;  39, 
Weymouth  street,  Portland  place,W.    Council,  1879-80. 
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Elected 

1877     Barnes,  Thomas  Hexry,  M.D,,  Lynton  Villa,  St.  James's 

road,  Croydon,  S. 
1863     Barratt,  Joseph  G.,  M.D.,  8,  Cleveland  gardens,  Bays- 

water,  W. 
1861*  Bartrum,  John  S.,  F.R.C.S.,  Surgeon  to  the  Bath  General 

Hospital;     13,    Gay    street,    Bath.      Hon.    Loe.    Sec. 

Council,  1877-9. 

1866  Babsett,  John,  M.D.,  Professor  of  Midwifery  at  the  Queen's 

College,  Birmingham;   144,  Hockley  Hill,  Birmingham. 

Council,  1874-6.     Fice.-Pres.  1880. 
1873    Bate,  George  P.,  M.D.,  L.R.C.P.  Ed,,  412,  Bethnal  Green 

road,  E  ;  and  2,  Northumberland  Houses,  King  Edward 

road,  Hackney. 
1859    Bateman,  Henry,  F.R.C.S.,  13,  Canonbury  lane,  Islington, 
N. 

1867  Batten,  Ratner  W.,  M.D.,  Physician  to  the  Gloucester 

General  Infirmary;  1,  Brunswick  square,  Gloucester. 

Hon.  Loc.  Sec. 
1859     Battte,  Richard  F.,  M.R.C.P.  Ed.,  6,  Gloucester  street, 

Belgrave  road,  Pimlico,    and   123,  St.  George's   road, 

S.W. 
1871     Beach,  Fletcher,  M.B.,  Darenth  Asylum,  Dartford,  Kent. 
1871     Beadles,  Arthur,  Park  House,  1 1,  Park  road  terrace,  Forest 

hill,  S.E. 
1876     Beck,  Joseph  Reinmund,  M.D.,  54,  Calhoun  street,  For 

Wayne,  Indiana,  U.S. 
1866     Belcher,    Henry,    M.D.,   L.R.C.P.   Ed.;    12,    Pavilion 

parade,  Brighton. 
1871     Bbll,  Robert,  M.D.  Glasg.,  29,  Lynedoch  street,  Glasgow. 
1873*  Bennet,  James  Henrt,  M.D.,  The  Ferns,  Weybridge,  and 

Mentone. 
O.F.      Bebry,  Samuel,  F.R.C.S.,  Consulting  Surgeon-Accoucheur 

to  the  Queen's  Hospital,  and  Professor  of  Midwifery 

and   the   Diseases   of  Women    and   Children  in    the 

Queen's  College;  Hatfield  House,  281,  Hagley  road, 

Edgbaston,  Birmingham.     Vice-Pres.  1859.   Hon.  Loc. 

Sec. 
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Elected 

1879     Biggs,  J.  M.,  University  College  Hospital. 

1878  BiNDON,  Wm.  John  Yerekee,  M.D.,  F.R.C.S.  Ed.,  2,  Elm 

villas,  Kiiburn. 

1868  Black,  Ja^ies  Watt,  M.D.,  Obstetric  Physician  to  the 
Charing  Cross  Hospital ;  15,  Clarges  street,  Piccadilly, 
W.     Council,  1872-4. 

1861*  Blake,  Thomas  William,  Hurstbourne,  Bournemouth, 
Hants. 

1872  Bland,  Geokge,  Surgeon  to  the  iNlacclesfield  Infirmary; 
Park  Green,  Macclesfield. 

1866     Blease,  Thomas,  Clairville,  Altrincham,  Cheshire. 

1868  BoGGS,  Alexander,  M.D.,  late  of  H.M.'s  Madras  Army, 

362,  Eue  St.  Honor^,  Paris. 

1879  BoNNOR,  "William  James,  56,  Maury  Road,  Stoke  Newing- 

ton,  N. 

1872  BoswoRTH,  John  Routledge,  Sutton,  Surrey. 

1866  BouLTON,  Percy,  M.D.,  Physician  for  Out-patients  to  the 
Samaritan  Free  Hospital ;  6,  Seymour  street,  Portman 
square,  W.     Council,  1878-80. 

1877  BowKETT,  Thomas  Edward,  239,  East  India  Road,  Poplar 
E. 

1869  Boyd,   Herbert,  Assistant-Surgeon,    Indian    Army,    Fort 

William,  Calcutta  [agents,  Henry  S.  King  and  Co., 
45,  Pall  Mall]. 

1877     Bradley,  Michael  Mc Williams,  M.B.,  Jarrow-on-Tyue. 

1873  Braithwaite,  James,  M.D.,  Lecturer  ou   Midwifery  and 

Diseases  of  Women  and  Children  at  the  Leeds  School  of 
Medicine  ;  Assistant  Surgeon  to  the  Leeds  Hospital  for 
Women  and  Children  ;  Little  Woodhouse,  1  6,  Clarendon 
road,  Leeds.     Vice-Pres.  1877-9.     Hon.  Loc.  Sec. 

1862     Braithwaite,  William,  M.D.,  late  Lecturer  on  Midwifery, 
Leeds  School  of  Medicine ;  Clarendon  House,  20,  Cla- 
rendon road,  Leeds,     Council,  1869-70. 
vol.  XXI.  b 
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Elected 

1878  BRANTnwAiTE,  IIarrtson,  F.R.C.S.  Ed,,  Westbury  house, 

Willesden,  N.W. 

1875  Brewer,     Alexander    Hampton,     201,    Queen's    road, 

Dalston,  E. 

1862     Brickwell,  John,  Sawbridgeworth,  Herts. 

1872  Bridgwater,  Thomas,  M.B.,  Harrow-on-the-Hill,  N.W. 

1873  BttiGGS,  George  Chapman,  Harrow-on-the-Hill,  N.W. 

18G4  Bright,  John  Meaburn,  M.D.,  The  Glen,  Forest  bill, 
Sydenham,  S.E.     Council,  1873-74. 

1869  Brisbane,  James,  M.D.,  21,  Park  road.  Regent's  park, 
N.W. 

1871  Brockman,  Edward  Forster,  Assistant-Surgeon,  General 
Hospital,  Madras,  and  Professor  of  Pathology,  Madras 
Medical  College,  Madras. 

1866  Beodie,  George  B.,  M.D.,  3,  Chesterfield  street,  Mayfair,  W. 
Council,  1873-75. 

1879  Brookfield,  John   Storrs,   M.D.,  2,  Devonshire  villas, 

Brondesbury,  Islington. 

1876  Brookhouse,  Charles  Turing,  M.D,,  35,  High  street, 

Deptford,  S.E. 

1878  Brooks,  Job  Edwin,  L.R.C.P.  Ed.,  Colwyn  Bay,  North 
Wales. 

1868  Brown,  Andrew,  L.R.C.P.  Ed.,  Elton  villa,  Bartholomew 
road,  Kentish  town,  N.W. 

1865  Brown,  D.   Dyce,   M.D.,   29,    Seymour  Street,  Portman 

square,  W. 
1878    Brown,  George,  12,  Colebrooke  row,  Islington. 

1866  Brown,  George  Dransfield,  Henley  villa,  Uxbridge  road, 

Ealing,  Middlesex. 
1878    Browning,  Benjamin,  70,  Union  road,  Rotherhithe. 
1876     Brunjes,  Martin,  27,  Edgeware  road,  W. 
1865     Brunton,    John,    M.D.,    M.A.,    Surgeon    to    the    Royal 

Maternity  Charity;  21,  Euston  road,  N.W.     Council, 

1871-3. 
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Elected 

1863  Bryant,  Thomas,  F.R.C.S.,  Surgeon  to  Guy's  Hospital; 

53,  Upper  Brook  street,  W,     Council,  1866-67. 
O.F.      Bryant,  Walter  John,   F.R.C.S,,    M.R.C.P.   Ed.,  23a, 
Sussex  square,  Hyde  park  gardens,  W.     Council,  1859. 

1870  Buck,  Joseph  Eandle,  L.R.C.P.  Ed.,  26,  Sidbury,  Wor- 

cester. 

1871  BuLMER,   Thomas    Sanderson,    M.D.  Toronto;    Reefton 

Hospital,  Province  of  Nelson,  New  Zealand. 
1878     Buncombe,  J.  Dobree,  Pretre  Meintyes  Fontein,  Beaufort 
West,  Extension  Railway,  Cape  Colony. 

1861  Bunny,  Joseph,  M.D,,  Hon.  Surgeon  to  the  Newbury  Dis- 

pensary ;  Northbrook  street,  Newbury,  Berks, 
1877    Burchell,  Peter  Lodowick,  M,B.,  Surgeon-Accoucheur 
to  the  City  of  London  Lying-in  Hospital ;  2,  Kingsland 
road,  E, 

1877  BuRD,  Edward,  M.D,,  M.C.,  Senior  Physician  to  the  Salop 

Infirmary  ;  Newport  House,  Shrewsbury. 

1878  Burn,  Stacey  Southerdon,  St.  Bartholomew's  Hospital. 

1867  Burnett,  Charles,  M,B,,  Biggleswade,  Bedfordshire. 

1862  Burton,  John  Moulden,  F.R.C.S.,  Lee  park  lodge,  Lee, 

Kent,  S.E.     Council,  1868-59, 
,1878    Burton,  William,  L.E.C.P.  Ed.,  79,  New  North  road, 
Hoxton,  N, 

1864  Butler,  Frederick  John,  M.D,,  Surgeon  to  Winchester 

College  and  St.  Cross   Hospital,    and  to    the   Hants 
County  Hospital,  Winchester.     Hon.  Loc.  See. 

1868  Butt,  William  Frederick,   L.R.C.P.  Lond.,  25    Park 

street,  Park  lane,  W.     Council,  1876-78. 

1879  Campbell,  Charles  James,  M.D.,  24,  Rue  Eoyale,  St. 

Honore,  Paris. 

1861  Candlish,  Henry,  M.D.,  Physician  to  the  Alnwick  In- 
firmary ;  26,  Fenkle  street,  Alnwick,  Northumberland. 

1861  Candy,  John,  M.D.,  Surgeon-Major,  Army  Medical  Depart- 
ment ;  Ramandroo,  near  Bellady,  India.  [Per  Messrs. 
Wm.  Walton  &  Co.,  Anglo-Indian  Agency,  113,  Feni 
church  street,  E.G.] 


XX  FELLOWS    OF    THE    SOCIETY. 

Elected 

1872  Cakless,  Edward  Nicholls,  M.B.,  CM.,  Lansdowne 
grove,  Devizes,  Wilts. 

1863    Carlyle,  David,  M.D.,  2,  The  Crescent,  Carlisle. 

1861  Carter,  Albert  Pleydell,  Wellington  House,  London 
road,  Gloucester. 

1872  Carter,  Charles  Henry,  M.D.,  Physician  to  the  Hospital 

for  Women  ;  45,  Great  Cumberland  place,  Hyde  Park, 
W.     Council,  1880. 

1877  Carver,  Eustace  John,  Fairlawn,  Fulham. 

18G9     Caskie,  John  Boyd,  M.D.,  89,  Goswell  road,  E.G. 

1878  Caskie,  "William  Alex.,  M.A.,  M.B.,  Manse  Court,  17, 

Main  street,  Largs,  Ayrshire,  N.  B. 

1870  Caustox,  William  Henry,  1,  Pomona  place,  Hammer- 
smith. 

1863  Cayzer,  Thomas,  Mayfield,  Aigburth,  Liverpool. 

1875  Chaffers,  Edward,  F.R.C.S,,  54,  North  street,  Keighley, 

Yorkshire. 

1873  Chalmers,  John,  M.D.,  43,  Caledonian  road,  N. 

1864  Chambers,  Thomas,  F.E.C.P.  Ed.,  F.R.C.S.  Ed.,  Senior 

Physician  to  the  Chelsea  Hospital  for  Women,  Consult-  ^ 
ing  Physician  Accoucheur  to  the  Western  Maternity ; 
64,  Chester  square,  S.W.     Council,  1874-6. 

1876  Champneys,   Francis    Henry,    M.A.,    M.B.   Oxon.,    II, 

Wyndham  place,  Bryanston  square,  "W.    Council,  1880, 

1859  Chance,  Edward  John,  F.R.C.S.,  Surgeon  to  the  Metro- 
politan Free  Hospital  and  City  Orthopeedic  Hospital ; 
59,  Old  Broad  street.  City,  E.C. 

18G7*  Charles,  T.  Edmondstoune,  M.D.,  Professor  of  Midwifery 
at  the  Calcutta  Medical  College,  10,  Harrington  street, 
Calcutta.     Hon.  Loc.  Sec. 

1874  Charlesworth,  James,  25,  Birch  terrace,  Hanley,  Stafford- 

shire. 

1868     Child,  Edwin,  New  Maiden,  Kingston-on-Thames,  Surrey. 
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Elected 

1863*  CniSHOLir,  Edwix,  M.D.,  Abergeldie,  Ashfield,  near  Sydney, 
New  South  Wales.  [Per  Messrs.  Turner  and  Hen- 
derson, care  of  Messrs.  ^.  Dawson,  121,  Cannon 
street,  E.C,]. 

1879  Churchill,  Alex.  Feeeiek,  M.B.,  Surgeon-Major,  Y  Lines, 
South  Camp,  Aldershot. 

1859  Claeemont,  Claude  Clarke,  Millbrook  House,  1,  Hamp- 
stead  road,  N.W. 

1859  Claek,  James  Fexn,  Clent  bouse,  Beauchamp  square, 
Leamington.     Hon.  Loc.  Sec. 

1874  Claek,  James  Hexey,  L.E.C.P.  Ed.,  Goschen  Post-office, 
St.  Elizabeth,  Jamaica.  [Per  J.W.  Goodinge,  F.R.C.S., 
18,  Aldersgate  street,  E.G.] 

1879     Claeke,  Reginald,  South  Lodge,  Lee  park,  Lee,  S.E. 

1872  Claeke,  William  Michell,  late  Surgeon  to  the  British 
General  Hospital ;  2,  York  buildings,  Clifton,  Bristol, 

O.F.  Clat,  Chaeles,  M.D.,  late  Lecturer  on  Midwifery  and 
Clinical  Medicine  in  St.  Mary's  Hospital,  Manchester; 
Audenshaw  Lodge,  Audenshaw ;  and  101,  Piccadilly, 
Manchester.     Council,  1563-65. 

1876  Clay,  Geor&e  Langsford,  West  View,  443,  Moseley 
road,  Birmingham. 

O.F.  Clay,  Johx,  Professor  of  Midwifery,  Queen's  College, 
Birmingham;  Allan  House,  138-9,  Steelhouse  lane, 
Birmingham.     Council,  1868-69.     Vice-Pres.  1872-4. 

O.T.  Cleveland,  William  Feederick,  M.D.,  Stuart  villa, 
199,  Maida  vale,  W.  Council,  1863-64.  Vice-Pres. 
1875-77. 

1861     Clogg,  Stephex,  East  Looe,  Cornwall. 

1865*  Coates,  Charles,  M.D.,  Physician  to  the  Bath  General 
and  Royal  United  Hospitals  ;  10,  Circus,  Bath. 

1860     Cockell,  Edgar,  Holly  lodge,  62,  Forest  road,  Dalston,  N.E. 

1859  Cockell,  Frederick  Edgar,  144,  Amherst  road,  Hack- 
ney, N.E. 
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Elected 

1878  CocKELL,  Fkedeeick  Edgak,  Jun.,  62,  Forest  road, 
Dalston. 

1875  Coffin,  Eichabd  Jas.  Maitland,  M.E.C.P.  Ed.,  4, 
AVetberby  terrace.  Earl's  court  road,  Soutb  Kensing- 
ton, S.W. 

1878  Coffin,  Thomas  "Walker,  81,  Queen's  crescent,  Haver- 
stock  bill,  N.W. 

1875  Cole,    Richard  Beverly,    M.D.  Jefiferson    Coll.   Pbilad., 

San  Francisco,  California,  U.S.  [Per  Mr.  Henry 
Perkins,  14,  Amptbill  square,  Regent's  park.] 

1876  Colemax,    Matthew  Owen,   M.D.,    5,  Victoria    terrace, 

Surbiton,  Surrey. 

1877  Colman,  Walter  Tawell,  Hon.  Surgeon  to  tbe  Brigbton 

Hospital  for  Women  ;  87,  Buckingbam  road,  Brigbton. 
1866     Coombs,  James,  M.D.,  Bedford. 

1873  Cooper,  Frank  W.,  Leytonstone,  Essex. 

1874  Cooper,    Herbert,    L.R.C.P.  Ed.,    3,    Rosslyn    terrace, 

Hampstead,  N.W. 
1861     Cooper,  John,  M.R.C.P.  Ed.,  Clapbam  rise,  S.W. 

1872  Coote,  Michael,  M.D. ,  15,  Ivanboe  terrace,  Asbby-de-la- 
Zoucb. 

1865  CoPEMAN,  Edward,  M.D.,  Pbysician  to  tbe  Norfolk  and 

Norwicb  Hospital ;  Upper  King  street,  Tbe  Close, 
Norwicb.  Co?<nce7, 1869-71.  Vice-Pres.,\S7^-5.  Hon. 
Loc,  Sec. 

1875  CoRDES,  Aug.,  M.D.,  Professor  of  Obstetrics  at  tbe  Univer- 

sity of  Geneva ;   8,  Corraterie,  Geneva. 

1866  CoRNAVALL,  James,  F.R.C.S.,  Fairford,  Gloucestershire. 
1860    Corby,  Thomas  Charles  Steuart,  M.D.,  Senior  Surgeon 

to  tbe  Belfast  General  Dispensary  ;  146,  Donegall  Pass, 
Belfast.     Council,  1867.     Son.  Loc.  Sec. 

1859  Cory,  Fredeeick  Charles,  M.D.,  Portland  villa,  Buck- 
burst  bill,  Essex.     Council,  1867-69. 

1875  CoRT,  Robert,  M.D.,  Assistant  Obstetric  Pbysician  to  St. 
Thomas's  Hospital;  14,  Palace  road,  Albert  Embank- 
ment, S.E.     Council,  1879-80. 
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Elected 

1879     Cowan,  George  Hughes,  M.B.,  Nepanee,  Ontario,  Canada. 

1869     Cox,  Richard,  L.R.C.P.  Ed.,  Theale,  near  Reading. 

1877  Crawford,  James,  L.K.Q.C.P.I.,  Ightham,  Sevenoaks. 
1876     Ceew,  John,  Higham  Ferrers,  Northamptonshire. 

1859  Croft,  J.  McGrigor  A.  T.,  M.D.,   M.R.C.P.,  15,  Abbey 

road,  St.  John's  Wood,  N.W. 

1866  Croft,  Robert  Charles,  L.R'.C.P.  Ed.,  204,  Camden  road, 

N."W. 

1874  Crombie,  Charles  Mann,  M.B.  &  CM.,  9,  Union  terrace, 
Aberdeen. 

1860  Cross,  Richard,  M.D.,  Carlton  House,  Belmont  road,  Scax-- 

borough,  Yorkshire.     Hon.  Loc.  Sec.     Council,  1880. 

1869     Cross,  Robert  Shacklefoed,  Petersfield,  Hants, 

1867  Croucher,  Henry,  West  Hill,  Dartford,  Kent. 

1876     Croudace,  J.  H.,  Assistant  Medical  Officer,  East  Riding 

Asylum,  Beverley,  Yorkshire. 
1879     Ckowden,  James  Trigue,  M.D.,  Gedney  Hill,  Wisbeach, 

Lincolnshire. 

1875*  Cullingworth,  Charles  James,  Surgeon  to  St.  Mary's 
Hospital,  Manchester  ;  260,  Oxford  road,  Manchester. 

1859  CuLPEPEE,  William  Moe,  1,  Brunswick  terrace,  Palace 
gardens,  Kensington,  W. 

1862  Cumberbatch,  Lawrence  Trent,  M.D.,  .'25,  Cadogan 
place,  Belgrave  square,  S.W.  Council,  1868-70.  Fice- 
Pres.,  1878. 

1867  CuoLAHAN,  Hugh,  M.D.,  9,  Grange  road,  Bermondsey,  S.E. 
1859     CuEGENYEN,  J.  Brendon,   11,  Cravcu  hill  gardens.   Bays- 
water,  W.     Council,  1870-72. 

1868  Daly,  Frederick  Heney,  M.D.,  101,  Queen's  road,  Dais- 

ton,  N.E.     Council,  1877-9, 

1876  Davies,  Gomee,  L.R.C.P.  Ed.,  66,  Pembridge  villas,  Bays- 
water,  W. 

1878  Davies,  Henry  Naunton,  Glyn  Rhondda  House,  Cymer, 

Pontypridd,  Glamorganshire. 
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Elected 

O.F.  Davis,  John  Hall,  M.D.,  F.R.C.P.,  Obstetric  Physician 
to,  and  Lecturer  on  Midwifery  and  Diseases  of  Women 
and  Children  at,  the  Middlesex  Hospital;  Physician 
to  the  Royal  Maternity  Charity  ;  Consulting  Physician- 
Accoucheur  to  the  St.  Pancras  Infirmary ;  24,  Harley 
street,  Cavendish  square,  W.  Council,  1859,  1864-65. 
Vice-Pres.  1861-63.     Pres.  1867-68. 

1863  Davis,  Robert  Alex.,  M.D.,  Resident  Physician,  County 
Asylum,  Burntwood,  near  Lichfield,  Stafford. 

1873     Davison,  Francis,  L.R.C.P.  Ed.,  Elton,  Bury,  Lancashire. 

1877  Davson,  Smith  Houston,  M.D.,  Camden  villa,  203,  Maida 

vale,  W. 

1878  Day,  Edmund  Overman,  House  Surgeon  to  the  Royal  In- 

firmary for  Children  and  Women,  AVaterloo  Bridge  road. 

1859  Day,  William  Henry,  M.D.,  Physician  to  the  Samaritan 

Free  Hospital  for  Women  and  Children;  10,  ]\Ian- 
chester  square,  W.     Council,  1873-75. 

1877  Dean,  Marshall  M.  P.,  M.D.,  Peterboro',  Toronto, 
Ontario,  Canada. 

1872  Denton,  George  Bagsteb,  Surgeon  to  the  Ladies'  Charity 
and  Lying-in  Hospital ;  2,  Abercromby  square,  Liver- 
pool. 

1877     Dewae,  John,  L.R.C.P.  Ed.,  132,  Sloane  street,  S.W. 

1860  Dickenson,  John,  F.R.C.S.,  Hon.  Surgeon  to  the  Wrexham 

Infirmary;  Wrexham,  Denbighshire. 

1879  DoLAN,  Thomas  Michael,  L.R.C.P.  Ed.,  32,  Xorth  parade, 

Halifax. 

1877  Donovan,  John  Island,  M.D.,  Ballinconig,  Co.  Cork. 
1879     DoBAN,  Allan  H.  G.,  F.R.C.S.,  50,  Seymour  street,  Port- 
man  square,  W. 

O.F.      DuAGE,  Charles,  M.D.,  Hatfield,  Herts.     Comcil,  1861-4. 

1878  Dring,  William  Ernest,  L.R.C.P.  Ed,,  Boughton-under- 

Blean,  Faversham,  Kent. 

1876  Duke,  George  Amos,  9,  Cornwall  road,  Wcstbourne  road, 
W. 

O.F,  Dlncan,  James,  M.B.,  8,  Henrietta  street,  Covent  garden, 
W.C.     Council,  1873-74. 
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Elected 

1859    Duncan,  Peter  Chaeles,  M.D, 

1871  EasteSj  George,  M.B.,  F.R.C.S.,  Surgeon-Accoucheur  to 
tlie  Western  General  Dispensary  ;  69,  Connaught  street, 
Hyde  park  square,  W.     Council,  1878-80. 

18G6  Easton,  John,  M.D.,  19,  Norfolk  Crescent,  Hyde  park,  W. 
Council,  1878. 

1878  Eaton,  John  Chamberlin,  Ancaster,  Lincolnshire. 

1877  Eddowes,  William,  Surgeon  to  the  Salop  Infirmary,  3,  The 

College,  Shrewsbury. 
1867     Edis,  Arthur   W.,  M.D.,   Assistant-Physician-Accoucheur 
to  the  Middlesex  Hospital ;    Physician  to  the  British 
Lying-in  Hospital ;    22,  Wimpole  street,  W.      Council, 
1873-74.     Ho7i.  Sec.  1874-77.      Vice-Pres.  1878-80. 

1879  Elder,  George,  M.B.,  CM.,  Surgeon  to  the  Hospital  for 

"Women,  Nottingham;  17,  Regent  street,  Nottingham. 
1879     Elkington,  Arthur  Guy,  Surgeon-Major,  Grenadier  Guards, 
52,  Gillingham  street,  Eccleston  square,  S.W. 

1878  Ellery,  Richard,  L.R.C.P.  Ed.,  Plympton,  Devon. 

1862     Ellison,  James,  M.D.,  Surgeon    to    H.M.'s    Household, 

Windsor;  14,  High  street,  Windsor,  Berks.     Council, 

1873-75. 
1873     Engelmann,  George  Julius,  A.M.,  M.D.,  3003,  Locust 

street,  St.  Louis,  Missouri,  U.S. 
1871     Evans,  Thomas  Walter,  101,   Heyworth  street,  Everton, 

Liverpool. 

1879  Evershed,  Charles  L.,  Arundel,  Sussex. 

1875  Ew.\RT,  John  Henry,  Surgeon  to  St.  Mary's  Hospital  for 
Women  and  Cliildren ;  Limefield  House,  Ciieetham 
hill,  Manchester, 

1875  Eyeley,  Joseph  Frederick,  L.E.C.P.  Lond.,  5,  Hill-park 

crescent,  Plymouth. 
1865     Fairbank,  Thomas,  M.D.,  Surgeon  to  H.M.  the  Queen  and 
the  Royal  Household,  Windsor  Castle  ;  Moulsey  House, 
Sheet  street,  Windsor,  Berks. 

1876  Farncombe,  Richard,  40,  Belgrave  street,  Balsall  heath, 

Birmingham. 
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Elected 

1869  Fakquhae,  William,  M.D.,  Surgeon-Major,  ^Madras  Army, 

Bangalore,  Madras  Presidency.  [24,  Pembroke  gardens, 

Kensington.] 
1861     Faeb,    Geo.   F.,    L.R.C.P.  Ed.,  Slade   House,    175,   Ken- 

nington  road,  S.E. 
1879    Fayeeb,  Sir  Joseph,  M.D.,  K.C.S.I.,  16,  Granville  place, 

Portman  square. 
1868    Fegan,   Richard,   M.D.,    1,   Charlton   park  terrace,  Old 

Charlton,  Kent. 

1872  Fergusson,  Alexander,  M.D.,   F.R.C.S.  Ed.,  Tweedbrae 

House,  Peebles,  N.B. 

1861  Fetheeston,  Gerald  H.,  M.D.  ;   Hon.  Physician  to  the 

Melbourne    Lying-in   Hospital,    Prahran,    Melbourne, 
Victoria.     Hon.  Loc.  Sec. 

1873  Finegan,  James  Herbert,  M.D.,  48,  Rodney  street,  Liver- 

pool. 

1870  Fisher,  John  Moore,  M.D.,  2,  Balmoral  terrace,  Anlaby 

road,  Hull. 

1874  Fitzrayne,  William  Allen,  10,  Freeschool  street,  Horse- 

lydown,  S.E. 
1868    Fletcher,   Edward,   Lygon    street,   Carlton,   Melbourne, 

Victoria. 
1878     Flint,  Arthur,  Westgate-on-Sea,  Margate,  Kent. 
1877*  FoNMARTiN,  Hen-ry    de,    M.D.,    The     Grove,    Portland, 

Dorset. 

1876  Forbes,  Litton. 

1877*  Ford,  James,  M.D.,  Eltham,  Kent. 

1865  Fowler,  James,  F.S.A.,  Hon.  Surgeon  to  the  Clayton  Hos- 

pital  and  Wakefield  General  Dispensary ;    13,   South 
Parade,  Wakefield.     Council,  1872-4.     Hon.  Loc.  Sec. 

1866  Fox,  Cornelius  Benjamin,  M.D.,  late  Medical  Officer  of 

Health,  .Maldon  Union  Sanitary  District,  Chelmsford, 
Essex. 

1877  FoxoN,  FoxoN,  231,  Brompton  road,  S.W. 

1862  Frain,  Joseph,  M.D.,  Hon.  Surgeon  to  the  South  Shields 

Dispensary  ;  Frederick  street.  South  Shields. 

1875  Eraser,  Angus,  M.D.,  232,  Union  street,  Aberdeen. 

1867  Freeman,  Heney  W,,  24,  Circus,  Bath. 


FELLOWS    OF   THE    SOCIETY.  XXVll 

Elected 

1867     Fuller,  Chakles  C,  33,  Albany  street,  Regent's  park,  N.W. 

1874*  Galabin,  Alfred  Lewis,  M.A.,  M.D.,  Assistant  Obstetric 
Physician  to,  and  Joint  Lecturer  on  Midwifery  at,  Guy's 
Hospital  ;  14,  St.  Thomas's  street,  Southwark,  S.E, 
Council,  1876-78.     Hon.  Lib.  1879.     Hon.  Sec.  1880. 

1863  Galton,  John  H.,  M.D.,  Woodside  road.  Upper  Norwood, 
S.E.     Coimcil,  1874-6. 

1879     Gardner,  John  Twiname,  Northfield  House,  Ilfracombe. 

1872  Gardner,  W.,  M.A.,  M.D.,  523,  St.  Joseph  street,  Montreal, 

Canada. 
1863     Garman,  Henry  Vincent,  Kent  House,  6,  Bow  road,  E. 

1876  Garner,  John,  52,  New  Hall  street,  Birmingham. 

1879  Gaestang,  Thomas  W.  Harropp,  Oakleigh,  Dobcross,  near 
Manchester. 

1873  Garton,  William,  M.B.,  F.R.C.S.,  Hardshaw  street,  St. 

Helen's,  Lancashire. 
1859     Gaskoin,    George,    7,   "VYestbourne  park,    W.      Council, 

1870-72. 
1875     Gawith,  J.  Jackson,  23,  Westbourne  park  terrace,  W. 
1869     Geikie,  Walter  B.,  M.D.,  F.E.C.S.  Ed.,  Professor  of  the 

Principles  and  Practice  of  Medicine  and   of  Clinical 

Medicine  in  the  University  of  Trinity  College,  Toronto, 

Ontario,  Canada. 

1877  Gell,  Thomas  Silvester,  M.D.,  St.  John's  Lodge,  Kensal 

green,  W. 

1859  Gervis,  Henry,  M.D.,  F.R.C.P.,  Obstetric  Physician  to, 
and  Lecturer  upon  Obstetric  Medicine  at,  St.  Thomas's 
Hospital ;  Examiner  in  Obstetric  Medicine  at  the  Uni- 
versity of  London  ;  40,  Harley  street.  Cavendish  square. 
Council,  1864-66.  Hon.  Sec.  1867-70.  Fice-Pres. 
1871-3.     Treas.  1878-80. 

1866  Gervis,  Frederick  Heudebourck,  1,  Fellows  road, 
Haverstock  hill,  N.W.    Coicncil,  1877-9. 

1875  GiBBiNGS,  Alfred  Thomas,  M.D.,  93,  Richmond  road, 
Dalston,  N.E. 

1874  Gibson,  James  Edward,    Hillside,   West  Cowes,    Isle  of 

Wight. 
1866     GiDDiNGS,    William    Kitto,    L.R.C.P.    Ed.,    Shaftesbury 
House,  Calverley,  near  Leeds,  Yorkshire. 
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1877     GiFFAKD,  Douglas  William,  44,  Old  Steyne,  Brighton. 

1875  Giles,   Peter  Broome,  L.R.C.P.    Ed.,   Staunton-on-Wye, 

Hereford. 

18G9     Gill,  William,  L.R.C.P.  Lend.,  11,  Russell  square,  W.C. 

18G7  GiTTiNS,  John,  L.R.C.P.  Ed.,  St.  Olave's  Union,  Parish 
street,  Southwark,  13-1,  Tooley  street,  S.E, 

1871  GoDDARD,  Eugexe,  L.R.C.P.  Lond.,  Xorth  Lynne,  High- 
bury New  Park,  N. 

1876  GoDFEAY,  Alfred  Charles,  M.B.,  L.R.C.P.  Ed.,  45,  La 

Motte  street,  Jersey. 

1877  Godson,  Ciiables,   F.R.C.S.,   1,  Astwood  road,   Cromwell 

road,  South  Kensington,  S.W. 

1871  Godson,  Clement,  INI.D.,  CM.,  Assistant  Physician- 
Accoucheur  to  St.  Bartholomew's  Hospital ;  8,  Upper 
Brook  street,  Grosvenor  square,  W.  Council,  1876-77. 
Hon.  Sec.  1878-80. 

1§68  Godwin,  Ashton,  M.D.,  28,  Brompton  crescent,  Brompton, 
S.W. 

1873  Goldsmith,  John,  M.D.,  Highworth  House,  Worthing, 
Sussex. 

1873  GooDCHiLD,  Nathaniel,  L.R.C.P.  Ed.,  9,  Highgate  road, 

N.W. 
1869     Goss,  Tkegenna  Biddulph,  36,  The  Paragon,  Bath. 
1875     Gray,  James,  M.D.,  15,  Newton  terrace,  Glasgow. 

1874  Greene,  William  Thomas,  M.D.,  T.C.D.,  Moira  House, 

Peckham  rye,  S.E.     Council,  1880. 
1863     Griffith,  G.  de  Goreequer,  Physician  to  the  Hospital  for 
Women  and  Children,  Pimlico  ;  Physician- Accoucheur 
to  St.  Saviour's  Maternity  ;  9,  Lupus  street,  St.  George's 
square,  S.W. 

1869  Griffith,  John  T.,  M.D.,  Talfourd  House,  Camberwell. 
1879     Griffith,  Walter  Spencer  Anderson,  St.  Bartholomew's 

Hospital. 

1870  Grigo,   William  Chapman,   M.D.,  Physician  to  the  In- 

patients, Queen  Charlotte's  Lying-in  Hospital;  Assistant 
Obstetric  Physician  to  the  Westminster  Hospital ; 
Assistant-Physician  to  the  Victoria  Hospital  for  Chil- 
dren j  6,  Curzon  street,  Mayfair.     Council,  1875-77. 
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O.F.  GrimsdalEjThgs.  F.,  L.E.C.P.  Ed.,  Consulting  Surgeon  to 
the  Lying-in  Hospital,  and  late  Lecturer  on  Diseases 
of  Children,  &c.,  at  the  Eoyal  Infirmary  School  of 
Medicine  ;  29,  Kodney  street,  Liverpool.  Council, 
1861-62.     Vice-Pres.  1875-76. 

1877  Grosholz,  Feedeeick  Her:max>-  Tarley,  L.K.Q.C.P.L, 
Pier  House,  Aberdovey,  3Ierionethshire,  Xorth  "Wales. 

1876  Groth,  Erxst  R.  G.,  M.D.,  5,  Weymouth  street,  Portland 
place,  W. 

1879  Grove,  William  Eichard,  M.D.,  St.  Ives,  Huntingdon- 
shire. 

1865     Gtvyn,  George  F.,  Westcroft  House,  Hammersmith,  W. 

1876  Habgood,  Hexey,  M.D.,  Sussex  House,  Bolton  road,  East- 
bourne, Sussex, 

1867  Hadaway,  James,  L.E.C.P.  Ed.,  47b,  Welbeck  street, 
Cavendish  square,  W. 

1876  Hadden,  Johx,  M.D.,  31,  West  street,  Horncastle,  Lincoln- 
shire. 

O.F.  Hall,  Alfred,  M.D.,  Senior  Physician  to  the  Brighton  Dis- 
pensary; Furze  Hill  House,  Furze  hill,  Brighton. 
Council,  1864-65.    Fice-Pres.  1866-68.    Hon.  Loc.  Sec. 

1859  Hall,  Frederick,  1,  Jermyn  street,  St.  James's,  S.W. 
1867     Hall,    John   Hexry    Wynne,  L.E.C.P.  Ed.,   33,   Albert 

terrace,  Albert  square,  Clapham  road,  S.W. 

1871  Hallowes,  Frederick  B.,  Redhill,  Eeigate,  Surrey. 

1876  Hammond,  Charles,  33,  Baker  street,  Portman  square,  W, 
1874     Hannan,  Francis  John,  M.B.,  Avonside,  Downton,  Wilts. 

1860  Hardey,  Key,  Surgeon  to  the  West  City  Dispensary;  4, 

Wardrobe  place.  Doctors'  Commons,  E.G. 

1872  Haeding,   William,  F.R.C.S.,   4,    Percy   street,    Bedford 

square,  W.C. 

1877  Haedwicke,  William  Wright,  L.R.C.P.  Ed.,  1,  Westgate, 

Eotherham. 
1877     Harper,    Gerald  S.,  St.    George's    Hospital,  Hyde   park 
corner,  S.W.  [care  of  F.  J.  Marshall,  Esq.]. 
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O.F.      H.VKrEii,  Philip  H.,  F.R.C.S.,  30,  Cambridge  street.  Hyde 
park,  W. 

1878  H AERIES,  Thomas  Davies,  36,  North  Parade,  Aberystwith, 

Cardiganshire. 
O.F.     Harrikson,  Isaac,  F.R.C.S.,  Castle  street,  Reading,  Berks. 

Council,  1862-65.     Hon.  Loc.  Sec. 
1862    Harris,  Charles,  M.D.,  Northiam,  Asbford,  Kent. 

1871  Harris,  Charles  James,  II,  Kilburn  Priory,  N.W. 

1872  Harris,  Henry,  M.D.,  F.R.C.S.,  Trengweath  place,  Redruth, 

Cornwall. 
1867     Harris,  William  H.,  M.D.,  Professor  of  Midwifery  in  the 

Madras  Medical  College,  and  Superintendent  of  the 

Lying-in  Hospital,  Madras  [agent:  Mr.  H.  K.  Lewis, 

Gower  street]. 
1861     Harris,  William  John,   13,  Marine  Parade,  Worthing. 

Hon.  Loc.  Sec. 

1879  Harvey,  George,  L.R.C.P.  Ed.,  "Wirksworth,  Derbyshire. 
1865     Harvey,  Robert,  M.D.,  Civil  Surgeon  of  Bhurtpore,  near 

Agra,  Lidia  [vm  Bombay].     [Per  Messrs.  Cochran  and 
Anderson,  152,  Union  street,  Aberdeen.] 

1873  Hatherly,  Henry  Reginald,  L.R.C.P.  Ed.,  Wellington 

street.  Park  side,  Nottingham. 

1865     Hayes,  Hawkesley  Roche,  Basingstoke,  Hants. 

1873  Hayes,  Thomas  Crawford,  M.D.,  Assistant  Obstetric  Phy- 
sician to  King's  College  Hospital;  17,  Clarges  street, 
Piccadilly,  W.     Council,  1876-78. 

1867  Hembeough,  John  William,  Ivy  cottage,  Waltham, 
Grimsby. 

1870  Henderson,  Alexander,  2,  Meadow  Bank  place,  Rose  vale, 
Partick,  Glasgow. 

1878  Henry,  Louis,  M.D.,  Melbourne.  Victoria,  Australia  [per 
J.  Kilpatrick,  Esq.,  2,  Northampton  Square,  Clerken- 
well,  E.C.]. 

1876  Herman,  George  Ernest,  M.B.,  Assistant  Obstetric  Phy- 
sician to  the  London  Hospital,  20,  Finsbury  square, 
E.C.     Council,  1878-79.     Hon.  Lib.  1880. 
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O.F.  Hewitt,  Graily,  M.D.,  F.R.C.P.,  Professor  of  Midwifery 
in  University  College,  Loudon,  and  Obstetric  Physician 
to  University  College  Hospital;  36,  Berkeley  square, 
W.  Hon.  Sec.  1859-64.  Trea-s.  1865-66.  Vice-Pres. 
1867-68.     Pres.  1869-70. 

1862  Hewitt,  Tom  Smith,  M.D.,  Ivy  Cottage,  Winkfield,  Wind- 
sor, Berks. 

1867  HicKiXBOTHAM,  James,  M.D.,  L.R.C.P.  Ed.,  Physician  to 

the  Birmingham  and  Midland  Hospital  for  Women ; 
26,  Broad  street,  Birmingham. 

1876  Hicks,  Edwakd  John  W.,  M.B.,  CM.,  Port  Elliot,  South 
Australia. 

1860  Hicks,  John  Bkaxton,  M.D.,  F.R.C.P.,  F.R.S.,  Physician- 
Accoucheur  to,  and  Lecturer  on  Midwifery  and  the 
Diseases  of  Women  and  Children  at,  Guy's  Hospital ; 
24,  George  street,  Hanover  square.  Council,  1861-2, 
1869.  Hon.  Sec.  1863-65.  Vice-Pres.  1866-68. 
Treas.  1870.     Pres.  1871-2. 

1860  HiGGS,  Thomas  Frederic,  L.R.C.P.  Ed.,  194,  High  street, 
Dudley,  Worcestershire. 

1879  Hill,  T.  W^ood,  L.R.C.P.  Ed.,  96,  Earl's  court  road,  Ken- 
sington, S.W. 

1872  HiLLiAED,  EoBERT  Harvey,  M.D,,  Fairmead  House,  5,  Bel- 
grave  terrace,  Upper  Holloway  road,  N. 

1868  HiME,    Thomas    Whiteside,    M.B.,   217,  Glossop  road, 

Sheffield. 

1878     HiNTON,  James  Thomas,  Croydon,  Surrey. 

1876     Hoar,  "William,  Maidstone,  Kent. 

O.F.  Hodges,  Richard,  M.D.,  F.R.C.S.,  16,  Orchard  street, 
Portman  square,  W. 

1864  Hoffmeister,  William  Carter,  M.D,,  Surgeon  to  the 
Queen  in  the  Isle  of  Wight ;  Clifton  House,  Cowes, 
Isle  of  Wight.     Council,  1877-9. 

1876    Holden,  J.  Sinclair,  M.D.,  Sudbury,  Suffolk. 

1876  Holland,  Neville,  Hadwen  House,  Victoria  road,  Kilburn, 
N.W. 
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18/5  HoLLiNGS,  Edwin,  L.R.C.P.  Ed.,  4,  Gordon  street,  Gordon 
square,  W.C. 

1859  HoLMAN,  CoNSTANTiNE,    M.D.,    Barons,   Reigate,    Surrey. 

Council,  1867-69.     Vice-Pres.  1870-71. 

1860  HoLMAN,  Henry  Martin,  M.D.,  Ilurstpierpoint,  Sussex. 
1864     Hood,  Wharton  Peter,  M.D.,  65,  Upper  Berkeley  street, 

Portnian  square,  "W. 
1872     Hope,   William,    M.D.,   Physician   to    Queen    Charlotte's 

Lying-in  Hospital  ;    56,    Curzon    street,   Mayfair,   W. 

Council,  1877-9. 
1874     Hopkins,  Alfred  Boyd,  180,  Shoreditch,  E. 

1876  HoasMAN,  Godfrey  Charles,  22,  King  street,  Portman 

square,  W. 
1864     Houghton,  Henry  George,  L. K.Q.C. P.  Ireland  ;  6,  Mount 
street,  Grosvenor  square,  W. 

1877  Howell,    Horace    Sydney,    M.D,    11,    Boundary   road, 

St.  John's  Wood,  N.W. 
1879     Howie,    James    Muir,    M.D.  Edin.,    50,    Rodney   street, 

Liverpool, 
1879     Hubbard,  Thomas  Wells,  Lenham,  near  Maidstone,  Kent. 

1876  Hue,  Jude,  M.D.,  15,  Eue  Jeanne  d'Arc,  Rouen,  France. 

1878  Husband,  Walter  Edward,  Royal  United  Hospital,  Bath. 
1859     Hutchinson,  Jonathan,  F.R.C.S.,  Surgeon  to  the  London 

Hospital;   15,  Cavendish  square,  W.    Council,  IS69-7 1. 

1861  Hutton,  Charles,  M.D.,  Physician  to  the  General  Lying- 

in    Hospital;    26,  Lowndes  street,   Belgrave    square, 
S.W. 

1877  Ilott,  James  John,  L.R.C.P.  Ed.,  Resident  Medical  Officer, 

Whitechapel  Union  Infirmary,  Baker's  row,  E. 

1879  Inkson,  James,  M.D.,  Surgeon-Major,  Army  Medical  De- 

partment, Brompton,  Chatham. 

1876  Irwin,  John  Arthur,  M.A.,  M.D.,  Brooks's  Bar,  Man- 
chester. 

1864  Jackson,  Edward,  M.B.,  Surgeon  to  the  Sheffield  Hospital 
for  Women  ;  Fern  Bank,  Glossop  road,  Sheffield.  Hon. 
Loc.  Sec. 

1864     Jackson,  Robert,  M.D.,  53,  Notting  hill  square,  W. 
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1876  Jakins,  Isaac  Negus,  32,  Osnaburgh  street.  Regent's  park, 

N.W. 
18/3     Jakixs,   William    Vosper,   L.R.C.P.    Ed.,    Sturt    street, 

Ballarat,   Victoria.     [Per   Isaac   N.   Jakins,  Esq.,   32, 

Osnaburgh  street.  Regent's  park.] 
18/2     Jallaxd,  Robert,  Horncastle,  Lincolnshire. 

1875  James,  Walter  Culver,  M.D.,  M.Ch.,  11,  Marloes  road, 

Kensington,  W. 

1877  Jamiesox,  Patrick,  M.A.,  3,  St.  Peter's  street,  Peterhead, 

Aberdeenshire. 

1877  Jenks,  Edward  W.,  M.D.,  Professor  of  Medical  and  Sur- 
gical Diseases  of  Women  and  of  Clinical  Gynaecology, 
Chicago  Medical  College;  84,  Lafayette  avenue,  Detroit, 
Michigan,  U.S. 

1859     Jennings,  Joseph  C.  S.,  Abbey  House,  Malmesbury,  "Wilts. 

1877  Johnson,  Samuel,  M.D.,  5,  Hill  street,  Stoke-upon-Trent. 
1879     Johnston,  Wm.  Beech,   M.D.,   157,  Jamaica  road,  Ber- 

mondsey,  S.E. 
1868     Jones,  Evan,  Ty-iNIawr,  Aberdare,  Glamorganshire. 

1878  Jones,   H.  Macnaughton,  M.D.,  Physician  to  the  Cork 

Maternity,  and  County  and  City  of  Cork  Hospital  for 

Diseases  of  Women  and  Children  ;  St.  Patrick's  place, 

Cork. 
1868     Jones,  John,  60,  King  street.  Regent  street,  W. 
1874     Jones,  John   Thomas,   L.K.Q.C.P.  I.,  179,  Brixton  road, 

S.W. 

1876  Jones,  Leslie,  M.D.,  CM.,  3,  Brighton  parade,  Blackpool. 
1873     Jones,  Philip  W.,  Silver  street,  Enfield,  Essex. 

18/7  Jones,  Thomas  Derry,  L.R. C.P.Ed.,  328,  Upper  Street, 
Islington,  N. 

1873  JoxEs,  Thomas  Eyton,  Surgeon  to  the  Denbigh  Infirmary  ; 
Grosvenor  Lodge,  Wrexham. 

1868  Jordan,  William  Ross,  Surgeon  to  the  Birmingham  Hos- 
pital for  Women  ;  Manor  House,  Moseley,  near  Bir- 
mingham. 

1879  JouBERT,  Charles  Henry,  M.D.,  Calcutta. 
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1878     JcDSON,  TuoMAS  RoBEKT,  AVcst  Derby,  Liverpool. 
1875     Jukes,  Augustus,  M.B.  Triu.  Coll.  Toronto;  St.  Cathe- 
rine's, Ontario. 

1878  Kane,  Nathaniel  H.  K,,  M.D.,  Lanherne,  Kingston  hill, 

Surrey. 
O.F.      Keele,  George  Thomas,  81,  St.  Paul's  road,  Highbury,  N. 
1874     Kempster,  William   Henry,  L.R.C.P.   Ed.,  Oak   House, 

Bridge  road,  Battersea, 

1879  Ker,  Hugh  Richard,  L.R.C.P.  Ed.,  Roxburghe  House,  Old 

hill,  near  Dudley. 
1865*  Kernot,  Geoege  Charles,  M.D.,  5,    Elphinstone   road, 
Hastings,  Sussex. 

1872     Kerr,  Norman  S.,  M.D.,  F.L.S.,  42,  Grove  road.  Regent's 

park,  N.W. 
1877     Kersavill,  George,  Looe,  Liskeard,  Cornwall. 

1877  Kerswill,  John"  Bedford,  M.R.C.P.  Ed.,  Fairfield,   St. 

German's,  Cornwall. 

1878  Khory,  Rcstomjee  Naseewanjee,  M.D.  Brussels,  L.Med. 

Bombay,  Physician  to  the  Parell  Dispensary,  Bombay, 
Lecturer  to  Native  Midwives,  Grant  Medical  College, 
Bombay. 

O.F.     Kiallmark,  Henry  Walter,  5,  Pembridge  gardens,  Bays- 

water.     Council,  1879-80. 
1869     Kingsford,    C.   Dudley,   M.D.,    12,   Clapton    Common, 

Upper  Clapton,  N.E.     Council,  1879-80. 
1860     Kingsford,  Edward,  F.R.C.S.,  Surgeon  to  the  Sunbury 

Dispensary ;  Sunbury,  Middlesex. 
1862     Kirkpatrick,  John  Rutherford,  M.B.  Dubl.,  Examiner  in 

Midwifery,  Royal   College   of  Surgeons,    Ireland ;   4, 

Upper  Merrion  street,  Dublin.     Council,  1872-4. 
1872*  KiscH,  Albert,  46,  Portsdown  road,  Maida  hill,  W. 
1867     Knaggs,  Henry  Guard,  M.D.,  189,  Camden  road,  N.W. 
1877     Knight,    Charles  Frederick,   8,  Northampton  square, 

Clerkenwell,  E.C. 

1876     Knott,  Charles,  L.R.C.P.  Ed.,  Ashford  House,  Mile  End, 
Portsmouth. 


FELLOWS    OF    THE    SOCIETY.  XXXV 

Elected 

1876  Lanchestee,  Henry  Thomas,  !M.D.,  Park  House,  Park 
lane,  Croydon,  Surrey. 

1878  Lang,  Alex.  31.,  M.B.,  51,  AVarwick  road,  South  Kensing- 
ton. 

1867  Langford,  Charles  P.,  29,  Duncan  terrace,  Islington,  N. 

O.F.  Langmore,  John  Charles,  M.B.,  F.R.C.S.,  20,  Oxford 
terrace,  Hyde  park,  W.  Council,  1861-64.  Vice- 
Pres.  1869-71. 

1872  Laitey,  James,  23,  St.  Mary  Abbott's  terrace,  Kensington, 
W. 

1875  Lawrence,  Alfred  Edward  Aust,  M.D.,  Physician- 
Accoucheur  to  the  Bristol  General  Hospital ;  15, 
Richmond  hill,  Clifton,  Bristol. 

1878  Leachman,  Albert  Warren,  M.D.,  Fairley,  Petersfield, 
Hants. 

1860  Leishman,  William,  M.D.,  Physician  to  the  University 
Lying-in  Hospital,  Eegius  Professor  of  Midwifery  in 
the  University  of  Glasgow;  11,  Woodside  crescent, 
Glasgow.     Council,  1866-68.     Tice-Pres.  1869-70. 

1868  Leslie,  William  Burn  up,  M.D.,  Stonehaven,  Kincardine- 

shire, N.B. 

1874  Lewis,  Charles  Francis,  L.R.C.P.  Ed.,  Bromfield's, 
Henfield,  Sussex. 

1874  Lewis,  Henry  Harman  Dendy,  120,  Drummond  street, 

Euston  square,  N.W. 

1877  Lewis,  John  Riggs  Miller,  M.D., Deputy-Surgeon  General, 
Woodlands,  Queen's  road,  Norbiton,  S.W. 

1875  LiEBMAN,  Carlo,  M.D.  Vienna,  Principal  Surgeon,  Trieste 

Civil  Hospital,  Trieste,  Austria. 

1876  LiLLEY,  George  Herbert,  M.D.,  M.R.C.P.,  House  Surgeon, 

Bristol  Koyal  Infirmary,  Bristol. 

1873  Lindsay,  W.  B.,  M.D.,  Strathroy,  Ontario,  Canada. 

1874  LiTHGOw,    Robert   Alexander   Douglas,   L.R.C.P.   Ed.j 

13,  North  Brink,  Wisbeach,  Cambridgeshire. 
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1868  Llewellyn,  Evan,  L.R.C.P.  Ed.,  9,  Mount  place,  London 

Hospital,  E. 
1872*  Lock,  John  Griffith,  M.A.,  Lansdowne  House,  Tenby. 
1859     LoMBE,  Thomas  Robert,  M.D.,  Bemerton,  Torquay. 
18/0     Long,  Mark,  M.D.,  185,  Amhurst  road,  Hackney,  N.E. 
1878     LoRiMEE,  John  Archibald,  33,  Castle  street,  Farnham. 
1874     LouTTiT,  James,  M.D.,  Trafalgar  road,  Greenwich,  S.E. 

1872  LovEGROVE,  James  F.,  New  Zealand. 

1876  LovETT,  Henry  Albert,  Assistant  Medical  Officer,  County 
and  City  Lunatic  Asylum,  Powick,  near  "Worcester. 

1862     Lowe,  George,  F.R.C.S.,  Burton-on-Trent,  Staflfordshire. 

1866     LucEY,  William  Cubitt,  M.D.,  Southampton,  Hants. 

1873  Lush,  William  John   Henry,   F.R.C.P.Ed.,  Associate  of 

King's  College,  London  ;  Fyfield  House,  Andover. 

1878*  Lycett,  John  Allan,  The  "  Hollies,"  Graiseley,  "Wolver- 
hampton. 

1869  Lyoall,  Wykeham  H.,  L.E. C.P.Ed.,   19,  Mecklenburgh 

square,  W.C. 

1 876  Maberlt,  William  Henry,  M.D.,  CM.  Edinb.,  1,  Minford 
gardens,  "West  Kensington  park,  W. 

1871  McCallum,  Duncan  Campbell,  M.D,,  Professor  of  Mid- 
wifery and  Diseases  of  Women  and  Children,  McGill 
University ;  Physician  to  the  University  Lying-in 
Hospital;  and  Physician  to  the  Montreal  General 
Hospital ;  Montreal,  Canada. 

1878  Macdonald,  Albert  Angus,   M.B.,    1G9,   Queen   street 

"West,  Toronto,  Canada. 

1873  Macdonald,  John  Alexander,  M.D.,  Woburn,  Bedford- 
shire. 

1879  MacGrath,  William  Michael,  L.K.Q.C.P.I.,  32,  Colville 

terrace,  Bayswater,  W. 

1879  Mackeough,  George  J.,  M.D.,  Royal  Free  Hospital,  Gray's 
Inn  road,  W.C. 
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O.F.      Mackindek,  Draper,    M.D.,    Consulting-Surgeon    to    the 

Gainsborough  Dispensary;  Gainsborough,  Lincolnshire. 

Council,  1871-3. 

1879  M.vcLAURix,  Henky  Normaxd,  M.D.,  187,  Macquarie 
street,  Sydney. 

1877     Maclean,  Norman  Collier,  M.D. 

1872  '  ]\IacMoedie,William  KiKKPATKiCKjM.D.,  1,  College  square 

east,  Belfast. 

1879  Macxeilage,  Datid,  L.R.C.P.  Ed.,  15,  Whitworth  terrace, 
Spennymoor,  Durham. 

1879  MacSwixxey,  George  Henry,  M.D.,  Westall  House, 
Brook  green.  Hammersmith. 

1861  McVeagh,  Dennis,  L.K.Q.C.P.  Ireland,  33,  Bishop  street, 

Coventry,  Warwickshire. 

1859  Madge,  Henry  M.,  M.D.,   4,  Upper  Wirapole  street,  W. 

Council,  1863-65.     Fice-Pres.  1872-4. 

1871  Malins,  Edward,  M.D.,  Obstetric  Physician  to  the 
General  Hospital,  Birmingham  ;  8,  Old  square,  Bir- 
mingham. 

1876  Manby,  Frederick  Edward,  10,  King  street,  Wolver- 
hampton. 

1876  Manders,  Horace,  1,  York  terrace,  York  town,  Farn- 
borough  Station. 

1868  March,  Henry  Colley,  M.D.,  2,  West  street,  Roch- 
dale. 

1860  Marley,  Henry  Frederick,  Padstow,  Cornwall. 
1859     Marley,  Richard,  100,  Trafalgar  road,  Peckham,  S.E. 

1862  Marriott,  Egbert  "Buchanan,  SwafFham,  Norfolk. 

1876  Marshall,  Francis  John,  Resident  Medical  Officer  to  St. 
George's  Hospital. 

1873  Martin,  Henry  Charrington,  M.B.,   CM.,   11,   Someis 

place,  Hyde  park,  W. 

1875  Mason,  John  Wallis,  1,  Osnaburgh  terrace,  Regent's 
park,  W, 
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1877     Mason,  Samuel  Butler,  L.B.C.P.  Ed.,  Denhara    House, 

11,  Park  terrace,  Pontypool,  Monmouth. 
1877     Maunsell,  H.  Widenham,  A.M.,  M.D.,  Pitt  and  London 

street,  Dunedin,  New  Zealand. 
18C7     May,  Henry,  L.R.C.P.  Lond.,  37,  Birchfield  road,  Aston, 

Birmingham. 
1877     May,  Lewis  James,  371,  HoUoway  road,  N. 
O.F.      Meadows,    Alfred,  M.D.,   Physician-Accoucheur  to,  and 

Lecturer    on    Midwifery   at,    St.    Mary's    Hospital ; 

27,  George  street,  Hanover  square,  W.  Council,  1862-64. 

//o«.  (Sec.  1865-66.    lion.  Lib.  1865.    Treas.  1867-69. 

Vice-Pres.  1874-6. 

1875  Miles,  Abijah  J.,  M.D.,  Professor  of  Diseases  of  Women 

and  Children  in  the  Cincinnati  College  of  Medicine, 
Cincinnati,  Ohio,  U.S. 
1871     Miller,  Hu  gh,  M.D.,  Physician-Accoucheur  to  the  Glasgow 
Maternity  Hospital ;  298,  Bath  crescent,  Bath  street, 
Glasgow. 

1876  Millman,  Thomas,  M.D.,  Asylum  for  the  Insane,  London, 

Ontario,  Canada. 

1876  Milson,  EiCHARD  Henry,  M.D.,  88,  Finchley  road,  South 

Hampstead,  N.W. 
1869     MiLWARD,  James,  27,  Charles  Street,  Cardiff. 
1869     Minns,  Pembroke  R.  J.  B,,  M.D.,  Thetford,  Norfolk. 

1867  Mitchell,  Robert  Nathal,  M.D.,  Chester  House,  Wick- 

ham  road,  Lewisham  High  road,  S.E. 
1873     MoNCKTON,    Marshall,    L.F.P.S.  Glasg.,    Lenhara,    near 
Maidstone,  Kent. 

1868  Moodelly,  P.  S.  Mootoosawmy,  M.D.,  Native  Surgeon, 

Uncovenanted  Service,  Madras  [Manargoody,  Tanjore]. 

1877  Moon,  Frederick,  M.B.,  Bexley  house,  Greenwich. 

1873     Moon,    Robert    Henry,    F.R.C.S.,    Fern    Lodge,    Lower 

Norwood. 
1879     Moore,  George  Edward,  M.B.,  Maidenhead. 

1869  Moore,  Joseph,  M.D.,  Counser  villa,  Balham,  S.W. 

1859     Moobhead,  John,  M.D.,  Surgeon  to  the  Weymouth   Infir- 
mary and  Dispensary  ;  Weymouth,  Dorset. 
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1879  MouLLiN,  James  A.  Mansell,  M.A.,  M.D.,  80,  Porcliester 
terrace,  Hyde  park,  W. 

1878     MowAT,  Geokge,  Longland  House,  Swansea. 

1878  MuiR,  James  C.  P.,  L.R.C.P.  Ed.,  44,  Cornwall  road.  West- 
bourne  park. 

1877  Mdephy,  James,  M.D,,  3,  Borough  road  terrace,  Sunder- 
land. 

O.F.  Murray,  Gustavus  Charles  P.,  M.D.,  Obstetric  Physician 
to  the  Great  Northern  Hospital ;  &Q,  Great  Cumber- 
land place,  Hyde  park,  \V.  Council,  1864-65.  Hon. 
Sec.  1866-69.     Vice-Pres.  1870-72.      Treas.  1873-77. 

1877  Murray,  J.  Jardine,  99,  Montpelier  road,  Brighton. 

O.F.  MusGRAVE,  Johnson  Thomas,  L.E.C.P.  Ed.,  Irlam  villa, 
39,  Finchley  road,  N.W.     Council,  1859-60. 

1875  MusGRAVE,  Reginald  Vernon,  House  Surgeon,  Royal  Sea 

Bathing  Infirmary,  Margate. 

1859  Nappee,  Albert,  Broad  Oak,  Cranleigh,  Guildford,  Surrey. 
Council,  1866-68. 

1863  Nason,  John  James,  M.B.  Lend.,  11,  Bridge  street,  Strat- 
ford-on-Avon. 

1859     Nason,  Richard  Bird,  Nuneaton,  Warwickshire. 

1859  Neal,  James,  M.D.,  late  Hon.  Surgeon  to  the  Lying-in 
Hospital,  Birmingham ;  Barcelona  House,  Sandown, 
Isle  of  Wight. 

1866  Neild,  James  Edward,  M.D.,  Lecturer  on  Forensic  Medi- 
cine, Melbourne  University;  166,  Collins  street  east, 
Melbourne. 

1876  Nesbitt,  Dawson,  M.D.,  34,  Cambridge  place,  Hyde  Park,W, 
1876     Newham,  James,  16,  Princes  street,  Cavendish  square,  W. 

1859  Newman,  William,  M.D.,  Surgeon  to  the  Stamford  and 
Rutland  Infirmary ;  Barn  Hill  House,  Stamford, 
Lincolnshire.    Council,  1873-75.     Vice-Pres.  1876-77. 

1872     Niblett,  Francis  D.,  L.R.C.P.  Ed.,  The  Grove,  Hackney, 

N. 

1878  NiCHOLLS,  Frederick,  Toronto  Cottage,  South  Croydon. 
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1873     Nicholson,  Arthur,  M.B.  Lond.,  98,   Montpellier  road, 

Brighton. 
1879     Nicholson, Emilius  Rowley,  M.D.,  89, Camden  road,  N.W. 
1876     Nix,  Edward  James,  M.D.,  143,  Great  Portland  street,  W. 
1876     Oakes,  Charles,  M.B.  and  CM.,  The  Parade,  Leamington. 

1868  Gates,  Parkinson,  M.D.,  164,  Cambridge  street,  Eccleston 

square,  S.W. 

1876  Ogston,  Francis,  Juur.,  M.D.,  156,  Union  street,  Aberdeen. 

O.r.  Oldham,  Henrv,  M.D.,  F.R.C.P.,  Consulting  Obstetric 
Physician  to  Guy's  Hospital ;  4,  Cavendish  place,  Caven- 
dish square,  W.  Vice-JPres.  1859.  Council,  1860, 
1865-66.     Treas.  1861-62.     Pres.  1863-64.     Trustee. 

1859  Oldham,  James,  F.R.C.S.,  Consulting-Surgeon  to  the 
Brighton  Lying-in  Institution ;  53,  Norfolk  square, 
Brighton.     Council,  1866-68. 

1878     O'Neill,  John,  M.D.,  Maldon,  Victoria,  Austraha. 

1869  Ord,  George  Rice,  Streatham  hill,  Surrey. 

1875     Orpen,  Arthur  Herbert,  A. B.,  L.K. Q.C. P. S.,  "Woodstock 
Oxfordshire. 

1877  OsTEELOH,  Paul  Rudolph,  M.D.  Leipzic  ;  Dresden. 

1877  OsTLERE,   Robert,    M.B.,   CM.,    28,    Stoke    Newington 

road, N. 
1863     Oswald,  James  Waddell  Jeffries,  L.R.CP.  Ed.,  245, 
Kennington  road,  S.E. 

1878  Owen,  Owen  Elias,  L.R.CP.  Ed.,  Brynsiencyn,  Anglesey. 
1875     Owen,  William,  18,  Old  Ford  street,  Bow,  E. 

1877     Palmer,  Montagu  H.  C,  London  road,  Newbury,  Berks. 
1877     Paramore,  Richard,  18,  Hunter  street,  Brunswick  square, 

W.C 
1873     Parker,  Robert  Williaji,  8,  Old  Cavendish  street,  "W". 
1867     Parks,  John,  The  Wylde,  Bury,  Lancashire. 
1873     Parks,    Luther,    A.M.,    M.D.,    Boston,    United    States. 

[Agents :  Messrs.  Baring  Brothers  &  Co.,  8,  Bishopsgate 

Btreet  within,  B.C.] 
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1872  Parr,  George,  M.D.,  18,  Upper  Pbillimore  place,  Kensing- 

ton, W. 
1874     Paterson,  Alexander,  M.D.,  Baliia,  Brazil. 
1865*  Paterson,  James,  M.D.,  Hayburn  Bank,  Particle,  Glasgow. 
1879     Pauli,  Theophilus  William,  L.R.C.P.  Ed.,  Luton,  Beds. 

1874     Payne,    William   S.   Hele,  87,  Queen's  Road,  Peckham, 

S.E. 

1864  Pearson,  David  Ritchie,  M.D.,  23,  Upper  Phillimore 
place,  Kensington,  W. 

1871     Pedler,  George  Henry,  6,  Trevor  terrace,  Rutland  gate, 

S.W. 
O.F.      Peirce,  Richard   King,  Surgeon  to  the  Netting  hill  and 

Shepherd's    Bush    Dispensary,     94,    Addison    road, 

Kensington,  W. 

1873  Perez,    Diego,    M.D.,   Montevideo,    South    America   [jper 

A.    K.    Mackinnon,  Esq.,   22,  Norfolk  terrace,  Bays- 
water,  W.] 

1871  Perrigo,  James,  M.D.,  917,  St.  Catherine  street,  Montreal, 
Canada.     Hoii.  Loc.  Sec. 

1879     Pesikaka,  Hormasji  Dosabhai,  Marine  lines,  Bombay. 

1879  Phibbs,  Robert  Featherstone,  L.R.C.P. Ed.,  30,  Suther- 
land gardens,  Maida  vale,  W. 

1879  Phillips,  George  Richard  Turner,  24,  Leinster  square, 
Bayswater,  W. 

1878     Philpot,  Joseph  Henry,  M.D.,  26,  South  Eaton  place,  S.W. 
1871     Philps,  Philip  George,  4,  Queen's  road,  Peckham,  S.E. 
1876     PiCARD,  P.  Kirkpatrick,  M.D.,  59,  Abbey  road,  St.  John's 
Wood,  N.W. 

1874  Pigg,    Thomas,    M.D.,    Physician     to    the     Manchester 

Southern   Hospital    for    Women   and   Children ;    75 
Piccadilly,  Manchester. 

1876  Piggot,  Allen,  L.R.C.P.  Ed.,  Bourneville  Lodge,  Becken- 
ham,  Kent. 

1866  Pilcher,  William  John,  43,  High  street,  Boston,  Lincoln- 
shire, 
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Elected 

1864  Playfair,  W.  S.,  M.D.,  F.R.C.P.  (President),  Physician 
Accoucheur  to  H.I.  &  R.H.  the  Duchess  of  Edinburgh  ; 
Professor  of  Obstetric  Medicine  in  King's  College,  and 
Obstetric  Physician  to  King's  College  Hospital;  31, 
George  street,  Hanover  Square,  W.  Council,  1867. 
Hon.  Librarian,  1868-9.  Hon.  Sec.  1870-72.  Vice- 
Pres.,  1873-5.     Pres.  1879-80. 

O.F.*  PoLLAED,  William,  Surgeon  to  the  Torbay  Hospital ; 
Southlands,  Torquay,  Devon. 

1877     Poole,  S.  Wordsworth,  M.D.,  Dunedin,  Sidcup,  Kent. 

1876  Pope,  H.  Campbell,  M.B.  Lond.,  Broomsgrove  Villa,  280, 
Gold  Hawk  road,  Shepherd's  Bush,  W. 

1864  Potter,  John  Baptiste,  M.D,,  Obstetric  Physician  to, 
and  Lecturer  on  Midwifery  and  the  Diseases  of  Women 
at,  the  Westminster  Hospital ;  20,  George  street, 
Hanover  square,  W.  Council,  \'S7 2-^.  Hon.  Lib.  187 7 -S. 
Vice-Pres.  1879-80. 

1875  PowDRELL,  John,  160,  Euston  road,  N.W. 

1863  Powell,  Josiah  T.,  M.D.,  347,  City  road,  E.C. 

1864  Price,  William  Nicholson,  Lecturer  on  Midwifery  and  the 

Diseases  of  Women  and  Children  at  the  Leeds  School 
of  Medicine  ;  Mount  Pleasant,  Leeds.     Council,  1876-8. 

O.F.  Priestley,  William  0.,  M.D.,  F.R.C.P.,  Consulting 
Obstetric  Physician  to  King's  College  Hospital;  and 
Consulting  Physician-Accoucheur  to  the  St.  Marylebone 
Infirmary  ;  1 7,  Hertford  street,  Mayfair,  W.  Council, 
1859-61,  1865-66.   Fice-Pres.  1867-69.    Pres.  1875-76. 

1876  QuiRKE,    Joseph,   L.R.C.P.  Ed.,  The   Oaklands,   Hunter's 

lane,  Handsworth,  Birmingham. 

O.F.  Radford,  Thomas,  M.D.,  Consulting  Physician  to  St. 
Mary's  Hospital,  Manchester ;  Moor  field,  Higher 
Broughton,  Manchester.     Vice-Pres.  1859. 

1879     Raith,  Thomas,  M.D,,  Woolwich. 

1859  Ramsay,  John  Allen,  L.E.C.P.  Ed.,  The  Lawn,  Great 
Shelford,  Cambridge. 
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O.F.  Randall,  John,  M.D.,  Lecturer  on  Medical  Jurisprudence, 
St.  Mary's  Hospital  Medical  School ;  Medical  Officer, 
St.  Marylebone  Infirmary ;  35,  Nottingham  place,  "W. 
Council,  1877. 

1861  Rasch,  Adolphus  A.  F.,  M.D,,  Physician  for  Diseases  of 

Women  to  the  German  Hospital ;  Physician  to  the 
Training  Hospital,  Tottenham  ;  7,  South  street,  Fins- 
bury  square,  E.G.     Council,  1871-3. 

1878  Eawlings,  John  Adams,  M.R.C.P.  Ed.,  4,  Northampton 

terrace,  Swansea. 

1870  Ray,  Edward  Reynolds,  Dulwich. 

1860*  Eatner,  John,  M.D.,   Swaledale   House,   Quadrant   road 

north,  Highbury  New  Park,  N. 
1859     Eaynes,  Henrt,  Gringley-on-the-hill,  Bawtry,  Yorkshire. 
1877     Read,  Arthur  Walter,  L.R.C.P.  Ed.,  2,  Warwick  row, 

Coventry. 

1871  Read,  Charles,  M.B.,  1,  St.  George's  square,  Regent's  park 

road,  N.W. 

1879  Read,  Thomas  Laurence,  11,  Petersham  terrace,  Queen's 

gate,  S.W. 

1874  Rees,  William,  Priory  House,  Queen's  crescent,  Haver- 
stock  hill,  N.W. 

1879     Reeve,  Henry,  24,  White  Horse  lane,  E. 

1879     Reid,  William  Loudon,  M.D.,  7,  Royal  crescent,  Glasgow. 

1879     Rendle,  Richard,  1 13,  Queen  street,  Queensland,  Australia. 

1875*  Eey,  Eugenio,  M.D.  of  Turin,  39,  Via  Cavour,  Turin. 

1862  Richards,  David,  23,  St.  George's  terrace,  Kemp  Town, 

Brighton,  Sussex. 
1859     Richards,    Samuel,    M.D,,   36,    Bedford    square,    W.C. 

Council,  1864-66. 
1862     Richards,  S.  Smith  C,  36,  Bedford  square,  W.C. 
O.F.      EicHARDSON,  Richard,  L.R.C.P.  Ed.,  Bryugwy,  Rhayader, 

Radnorshire. 

1872  Richardson,   "William    L.,   M.D.,    A.M.,    Instructor   in 

Obstetrics  in  Harvard  University  ;  Visiting  Physician 
to  the  Boston  Lying-in  Hospital ;  7Q,  Boylston  street, 
Boston,  Massachusetts,  U.S. 
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1872  RiGDEN,  George,  Surgeon  to  the  Canterbury  Dispensary 
GO,  Burgate  street,  Canterbury. 

1871     RiGDEN,  Walter,  8,  Montpellier  square,  S.W. 

O.F.*  Roberts,  David  Lloyd,  M.D.,  Physician  to  St.  Mary's  Hos- 
pital, Manchester ;  23,  St.  John's  street,  Deansgate, 
Manchester.  Council,  1868-70,  1880.  Vice-Pres. 
1871-2.    Hon.  Loc.  Sec. 

1867  Roberts,  David  W.,  M.D.,  56,  Manchester  street,  Man- 
chester square,  W. 

1860  Roberts,  Robert  Price,  Shamrock  House,  Rhyl,  Flint- 
shire. 

1874     Robertson,  William  Borwick,  M.D.,  West  Dulwich,  S.E. 

O.F.     Robinson,  Thomas,  M.D.,  5,  Woburn  square,  W.C. 

1876     Roe,  John  Withington,  M.D.,  Ellesmere,  Salop. 

O.F.  Rogers,  William  Richard,  M.D.,  Physician  to  the  Sama- 
ritan Free  Hospital ;  56,  Berners  street,  Oxford  street, 
W.     Council,  1870-72. 

1874  Roots,  William  Henry,  Canbury  House,  Kingston-on- 
Thames. 

1860  Roper,  Alfred  George,  57,  North  End,  Croydon,  Surrey. 
Council,  1879.     Hon.  Loc.  Sec. 

1874     Roper,  Arthur,  17,  Granville  park,  Blackheath. 

1865  Ropeb,  George,  M.D.,  Physician  to  the  Royal  Maternity 
Charity ;  Physician  to  the  Hospital  for  Diseases  of 
Children  and  Women,  Waterloo  Bridge  road  ;  6,  West 
street,  Finsbury  circus,  E.C.  Council,  187 o-77.  Vice- 
Pres.  1879-80. 

1859  Rose,  Henry  Cooper,  M.D.,  High  street,  Harapstead, 
N.W.     Council,  1875-77. 

1879  Ross,  Frederick  Ogilby,  B.A.,  M.B.,  the  Peninsular  and 
Oriental  Company's  Ship  "  Jumar"  [care  of  Mr.  John 
Adams,  49,  Oxford  Street,  Southampton]. 

O.F.  Routh,  Charles  Henry  Felix,  M.D.,  Physician  to  the 
Samaritan  Free  Hospital  for  Women  and  Children  ;  52, 
Montagu  square,  W.  Council,  1859-61.  Vice-Pres. 
1874-6. 
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1874  Rowan,    Thomas,    L.R.C.P.  Ed.,  Hon.    Physician   to   the 

Lying-in  Hospital,  Melbourne,  Victoria. 
1870     EussELL,  Logan  D.  H.,  M.D.,  8,  Alfred  street,  Gt.  George 

street,  Liverpool. 
1864     Saltee,  John  H.,  D'Arcy  House,  Tolleshunt  D'Arcy,  Kel- 

vedon,  Essex. 

1875  Salzjiann,  Fkedekick  William;   Senior  Surgeon  to  the 

Hospital  for  Women  ;  18,  Montpellier  road,  Brighton. 
Council,  1880. 

1868*  Sams,  John  Sutton,  St.  Peter's  Lodge,  Eltham  road,  Lee, 
Kent. 

18/2     Sangstee,  Charles,  148,  Lambeth  road,  S.E. 

1870  Saul,  William,  M.D.,  4,  Charlotte  street,  Fitzroy  square, 
W. 

1863  Savage,  Heney,  M.D.,  Consulting  Physician  to  the  Sama- 
ritan Hospital  for  Women,  Lower  Seymour  street, 
Portman  square;  14,  Bentinck  street,  W,  Council, 
1871-2. 

1872  Savage,  Thomas,  M.D.,  Surgeon  to  the  Birmingham  and 
Midland  Hospital  for  Women  ;  12,  Old  square,  Bir- 
mingham.   Council,  1878-80. 

1877  Savory,  Charles  Tozer,  M.D.,  1,  Douglas  road.  Canon- 
bury,  N. 

1879  Schofield,  Rt.  H.  A.,  M.A.,  M.B.Oxon.,  28,  Cambridge 
gardens,  Notting  hill,  W. 

O.F.  Scott,  John,  F.E.C.S.,  10,  Tavistock  square,  W.C.  Council, 
1868-70.     Vice-Pres.  18/1-3. 

1870     Scott,  John,  M.D.,  New  street.  Sandwich. 

1876  ScoviL,  Francis  S.,  11,  Norton  road.  Hove,  Sussex. 
1863     Sequeira,  Heney  Little,  34,  Jewry  street,  Aldgate,  E.G. 
1866     Sequeiea,   James    Scott,   34,  Leman   street,    Goodman's 

fields,  E. 

1875  Seton,  David  Elphinstone,  M.D.,  12,  Thurloe  place, 
South  Kensington. 

1860  Seavell,  Chaeles  Beodie,  M.D.,  21,  Cavendish  square 
W.,  and  13,  Fenchurch  street,  E.G.    Council,  1880. 
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18C2  Sharman,  Malim,  Surgeon  to  the  Birminglmm  Free  Hos- 
pital for  Sick  Children ;  18,  New  Hall  street,  and 
Hollington,  Bristol  road,  Birmingham. 

O.F.  SuAiiPiN,  Henry  Wilson,  F.R.C.S.,  Surgeon  to  the  Bed- 
ford General  Infirmary,  Bedford.     Council,  1871-3. 

18G9  Shaw,  Henry  Sissmore,  88,  Upgate,  Louth,  Lincoln- 
shire. 

1859  Sheehy,  William  Henry,  L.E.C.P.  Ed.,  4,  Claremont 
square,  Pentonville,  N. 

1875  Sheldon,   Edwin   Mason,   Surgeon  to  Stanley    Hospital; 

223,  Boundary  street,  Liverpool. 

1867  Shepherd,  Frederick,  L.E.C.P.  Ed.,  33,  King  Henry's 
road.  Primrose  hill,  N.W. 

1859  Shipton,  William  Parker,  Consulting  Surgeon  to  the 
Devonshire  Hospital ;  Buxton,  Derbyshire. 

1874  Simpson,  George  Alex.  Malcolm,  M.D.,  Hampstead  lane, 
Highgate,  N. 

1874  Sinclair,  Alexander  Doull,  M.D,,  Visiting  Physician  to 
the  Boston  Lying-in  Hospital ;  Member  of  the  Board 
of  Consulting  Physicians  and  Surgeons,  Boston  City 
Hospital;  35,  Newbury  street,  Boston,  Massachusetts, 
U.S. 

1876  SiRiGNANO,  Giosue,  M.D.,  24,  Strada  Banchi  Nuovi,  Napoli. 
1874     Skinner,    Stephen,    M.B.,    Frendale,    Clevedon,    Somer- 
set. 

1879     Slight,  George.  M.D.,  25,  Brewer  street.  Regent  street. 

1876  Sloan,  Samuel,  M.D.,  CM.,  4,  Newton  terrace,  Glasgow. 

1861     Sloman,  Samuel  George,  Farnham,  Surrey. 

1861  Slyman,  William  Daniel,  26,  Caversham  road,  Kentish 
Town,  N.W. 

1859  Smiles,  "William,  M.D.,  Surgeon  to  the  House  of  Correc- 
tion, Cold  Bath  Fields;  44,  Bedford  square,  W.C. 
Council,  1879. 

1877  Smith,  Arthur  Lapthorn,  M.D.,  41,  Beaver  Hall  terrace, 

Montreal,  Canada. 
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1876  Smith,  Henry  Barton  Liddell,  M.B.  aud  CM.,  29, 
Charles  street,  Berkeley  square,  W, 

1867  Smith,  Hetwood,  M.D.,   Physician  to   the  Hospital  for 

Women,  Soho  square,  and  Physician  to  the  British 
Lying-in  Hospital;  2,  Portugal  street,  Grosvenor 
square,  W.     Council,  1872-5. 

O.F.  Smith,  Peotheroe,  M.D.,  Physician  to  the  Hospital  for 
Women,  Soho  square ;  42,  Park  street,  Grosvenor 
square,  W. 

1875  Smith,  Eichard  Thomas,  M.D.,  Assistant-Physician  to  the 
Hospital  for  Women,  Soho  square ;  53,  Haverstock  hill, 

N.W.. 

1875  Smith,  Ernest  Louis  Tyler,  M.A.,  M.B.  Cant.,  Hounslow. 

1879  Smith,  Wm.  Hugh  Montgomery,  L.R.CP.Ed.,  24,  London 
road.  West  Croydon,  Surrey. 

1859  Smith,  "William  Johnson,  M.D.,  Consulting  Physician  to 
the  Weymouth  Infirmary  and  Dispensary;  Greenhill, 
Weymouth,  Dorset.     Council,  1869-71. 

1878  Smtth,  Albert  Chaeles  Butler,  L.R.C.P,  Ed.,  1,  Hill- 
side, Crouch  Hill,  N. 

1876  Snell,  Edmund  George  Caiiruthers,  131,  Green  street, 

Victoria  park,  E. 

1866  Soper,  William,  Medical  Officer,  Jews'  Hospital,  Norwood ; 
4,  Clapham  rise  [283,  Clapham  road],  S.W. 

1869  Spaull,  Barnard,  F.R.C.S.,  Essex  House,  Vale  place. 
Hammersmith,  W. 

1868  Spaull,  Barnaed  E.,  2,  Vale  place.  Hammersmith,  W. 

1872  Spence,  James  Beveridge,  M.D.,  Earlswood  Asylum,  Red 
Hill,  Surrey. 

1876  Spencer,  Lionel  Dixon,  M.D.,  Bengal  Army  [care  of 
Messrs.  Grindlay  and  Co.,  55,  Parliament  street]. 

1862  Spey,  G.  Frederick  Hlme,  M.D.,  Surgeon-Major  2nd 
Life  Guards,  Army  and  Navy  Club,  S."W. 
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187G  Spukoin',  Frederick  William,  L.R.C.P.  Ed.,  14,  Hen- 
rietta street,  Cavendish  square,  W. 

1876  Spurgin,    -Herbert     Branwhite,    49,    Abington     road, 

Northampton, 

187G     Spurrell,  Flaxman,  L.R.C.P.  Ed.,  Belvedere,  Kent. 

O.F.  Squire,  William,  M.D.,  M.R.C.P.,  6,  Orchard  street,  Port^ 
man  square,  W.  Coioicil,  18G6-68.  Fice-Pres.  1876- 
77. 

1877  Staintiiorpe,  William  Waters,  M.D.,  CM.,  Bellingham, 

Northumberland. 

1877  Stephenson,  William,  M.D.,  Professor  of  Midwifery, 
University  of  Aberdeen  ;  261,  Union* Street,  Aberdeen. 

1873     Stewart,  James,  M.D.,  2,  Skinner  street,  Whitby,  Yorkshire. 

1875*  Stewart,  William,  L.Pt.C.P.  Ed.,  Highfield  House, 
Barnsley,  Yorkshire. 

1876     Stewakt,  William  Edavard,  16,  Harley  Street,  W. 

1879     Stilwell,  Robert  R.,  M.D.,  Beckenhara,  Kent. 

1859     Stone,  Joseph,  M.D.,  175,  Upper  Brook  street,  Manchester. 

O.F.  Stowers,  Nowell,  125,  Kennington  park  road,  Kennington, 
S.E. 

1866  Strange,  William  Heath,  M.D.,  2,  Belsize  avenue, 
Belsize  park,  N.W. 

1871     Stueges,  Montague  J.,  M.D.,Elmstone  House,  Beckenham, 

Kent. 
1879     SuTCLiFFE,  John,  108,  Denmark  hill,  S.E. 
1862     Sutton,   Field    Flowers,  M.D.,  Balham    hill,  Clapham, 

S.W. 

1859  SwATNE,  Joseph  Griffiths,  M.D.,  Physician-Accoucheur 
to  the  Bristol  General  Hospital ;  Harewood  House, 
74,  Pembroke  road,  Clifton,  Bristol.  Council,  1860-61, 
Vice-Pres.  1862-64.     Hon.  Loc.  Sec. 

1859  Symonds,  Frederick,  M.A.,  F.R.C.S.,  Surgeon  to  the 
Radcliffe  Infirmary ;  35,  Beaumont  Street,  Oxford. 
Council,  1862-65.     Son.  Loc.  Sec. 
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1879     Tait,  Edward  W.,  10,  Highbury  park,  N. 

1871  Tait,  Lawson,  F.R.C.S.,  Surgeon  to  the  Birmingham  and 
Midland  Hospital  for  Women  ;  Consulting  Surgeon 
to  the  West  Bromwich  Hospital ;  7,  Great  Charles 
street,  Birmingham. 

1871  Tanner,  John,  M.D.,  F.L.S.,  Physician  for  Diseases  of 
Women,  to  the  Farringdon  General  Dispensary,  and 
Obstetric  Physician  to  the  Lying-in  Charity,  Holborn  ; 
102,  Harley  street. 

1859  Tapson,  Alfred  Joseph,  M.B.  Lond.,  36,  Gloucester  gar- 
dens, Westbourne  terrace,  W^.     Council,  1862-64. 

1863  Tapson,  Joseph  Alfred,  Surgeon  to  the  Clapham  General 
Dispensary  ;  83,  High  street,  Clapham,  S.W. 

1871  Tayler,  Francis  T.,  B.A.  Lend.,  and  M.B.,  Claremont  villa, 
224,  Lewisham  high  road,  S.E. 

O.F.      Tayloe,  Edward,  South  lodge,  Clapham  common,  S.W. 

O.F.  Taylor,  Charles,  M.D.,  Pine  house,  Caraberwell  green, 
S.E.     Council,  1869-/1. 

1869  Taylor,  John,  Earl's  Colne,  Halstead,  Essex. 

1871  Tayloe,  John  W.,  M.D.,  34,  Queen  street,  Scarborough. 
1878     Tayloe,  Joseph  Ogilvie,  Cottage  Place,  Chelmsford. 
1862     Taylor,  Thomas,  F.R.C.S.,  Sutton  Coldfield,  Birmingham. 

Council,  1875-77. 

1872  Temple,  James  Algernon,  M.D.,  Professor  of  Obstetrics, 

Trinity  College ;  Physician  to  Toronto  General  Hospital ; 
Physician  Accoucheur  to  the  Burnside  Lying-in- 
Hospital;  191,  Siracoe  street,  Toronto.  Hon.  Loc.  Sec. 
1862  Thane,  George  Dancer,  M.D.,  15,  Montague  street, 
Russell  square,  W.C. 

1870  Thompson,  John  Ashbueton,  M.D.,  207,  Caledonian  road, 

N.      Council,  1877-8. 

1867     Thompson,  Joseph,  24a,  Regent  street,  Nottingham. 

1878  Thomson,  David,  M.D.,  17,  Market  hill,  Luton,  Bedford- 
shire. 

1874     Thomson,William,  M.D.,  Consulting  Surgeon,  Peterborough 
Infirmary,  W^estgate,  Peterborough. 
vol.  XXI.  d 
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1878  Thomson,  William-  Arnold,    F.R.C.S.I.,  Wembly,  Sud- 

bury, Middlesex. 
1867     TnoRBURN,  John,  M.D.,  M.R.C.P.,  Professor  of  Obstetric 

Medicine,  Owen's  College,  Manchester;  62,  King  street, 

Manchester.     Council,  1876-78. 
I860     Thoenb,  Geoege  Leworthy,  M.B.,  1,  Park  road,  Swanage, 

Dorset. 

1879  Thornton,    J.   Knowsley,    M.D.,  CM.,  83,   Park   street, 

Grosvenor  square. 

1862  Thornton,  William  Henry,  M.D.,  Bank  Lodge,  Scar- 
borough. 

1867  Thornton,  William  Henry,  Surgeon  to  the  Royal  National 
Hospital  for  Scrofula  ;  Berkeley  Lodge,  Margate. 

1874  Ticehuest,  Augustus  Eowland,  Silchester  House, Pevensey 
Road,  St.  Leonard's-on-Sea. 

1873     Ticehurst,  Charles  Sage,  Bedford  place,  Tunbridge  Wells. 

1860     Tiffen,  Robert,  M.D.,  Wigton,  Cumberland. 

1866     Tillet,  Samuel,  The  Cedars,  Cranford,  Middlesex. 

O.F.  Tilt, Edward  John,  M.D.,  Consulting  Physician-Accoucheur 
to  the  Farringdon  General  Dispensary  ;  27,  Seymour 
street,  Portman  square,  W.  Council,  1867-68.  Fice- 
Pres.  1869-70.     Treas.  1871-2.     Pres.  1873-4. 

1879  TivY,  WiLLT.vM  James,  F.R.C.S.  Ed.,  1,  Tottenham  place, 
Clifton. 

1872  Tolotschinoff,  N.,  M.D.,  Kieff,  Russia   [per  M.  N.  Orloff, 

13,  Cambridge  terrace,  Walham  green,  S.W,]. 

1869  Tomkins,    Charles   P.,   L.K.Q.C.P.I.,   Beddington    park, 

Croydon. 

1870  TowNE,  Alexander,  Junr.,  364,  The  Crescent,  Kingsland 

road,  N.E. 

1873  Trestrail,   Henry  Ernest,  F.R.C.S.,   M.R.C  P.   Ed.,   6, 

Trinity  terrace,  Victoria  road,  Aldershot. 
1872     Tuchmann,  Maeo,  M.D.,   148,  Adelaide  road,  Haverstock 
hill,  N.W. 

1865  Turner,  John  Sidney,  Surgeon  to  the  Anerley  Dispensary, 
Stanton  House,  Anerley  road,  Upper  Norwood,  Surrey. 
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1861  Tweed,  John  James,  Junr.,  F.R.C.S.,  14,  Upper  Brook 
street,  W. 

1874  Underbill,  Thomas,  M.D.,  Summerfield,  West  Bromwich, 
Staffordshire. 

1874  Venn,  Albert  John,  M.D.,  Obstetric  Pliysician,  Metro- 
politan Free  Hospital;  Assistant  Physician,  Victoria 
Hospital  for  Sick  Children;  40,  Brook  street,  Grosveuor 
square,  W. 

1873  Verley,  Reginald  Louis,  M.R.C.P.  Ed.,  88,.  Gower  street, 
W.C. 

1879     Wade,  George  Herbert,  M.R.C.P.,  Chislehurst,  Kent. 

1864  Wahltuch,  Adolphe,  M.D.,  326,  Oxford  street,  Man- 
chester. 

1860     Wales,  Thomas  Garnets,  Downham  Market,  Norfolk. 

1869  Walker,  Alfred,  M.D.,  late  Physician  to  the  East  London 

Hospital  for    Sick    Children ;    Fore   street,    Hertford. 
Hon.  Loc.  Sec. 
1877     Walker,  George,    L.R.C.P.,   M.R.C.S.,    1,   St.    George's 
place,  S.W. 

1866  Walkee,  Thomas  James,  M.D.,  Surgeon  to   the  General 

Infirmary,  Peterborough;   18,  Westgate,  Peterborough. 
Hon.  Loc.  Sec.     Council,  1878-80. 
1873     Walker,  Thomas  Osborne,  Crick,  near   Eugby,   North- 
amptonshire. 

1870  Wallace,  Frederick,  District  Surgeon  to  the  Royal  Mater- 

nity Charity  ;   243,  Hackney  road,  N.E.   Council,  1880. 

1872  Wallace,  John,  M.D.,  Assistant-Physician  to  the  Liverpool 

Lying-in   Hospital;     1,    Gambier    terrace,     Liverpool. 
Hon.  Loc.  Sec. 
1879*  Walter,  William,  M.D.,  St.  Mary's  Hospital,  Manchester. 

1867  Walters,  James  Hopkins,  Faringdon,  Berks. 

1873  Walters,  John,  M.B.,  Church  street,  Reigate,  Surrey. 

O.F.      Wane,  Daniel,  M.D.,  20,  Grafton  street.  Bond  street,  W. 

1859  Warden,  Charles,  M.D.,  Hon.  Surgeon  to  the  Birming- 
ham Lying-in  Hospital ;  39,  Temple  street,  Birming- 
ham. 
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1874     Warn,  TIeuhen  Thomas,  37,  Highgate  road,  N.W. 

1862  Watkixs,  Charles  Stewaet,  1G,  King  William  street, 
Strand,  W.C. 

1873  Way,  John,  M.D.,  4,  Eaton  square,  S.W. 

1879  Weatherly,  Lionel  Alex.,  M.D.,  CM.  Aberd.,  Portishead, 
Somersetshire. 

1867  Webb,  Fred.  E.,  113,  Maida  vale,  W. 

O.F.  Webb,  Henkt  Speakman,  Welwyn,  Herts. 

1872  Webster,  Thomas,  Malvern  House,  Redland,  near  Bristol. 
1876  Weir,  Archibald,  M.D.,  St.  Mungho's,  Great  Malvern. 
1867  Weller,  George,  The  Mall,  Wanstead,  Essex. 

1876  Wells,  Frank,  M.D.,  late  Professor  of  Obstetrics  and  the 
Diseases  of  Women  and  Children  in  the  Cleveland 
Medical  School  ;  12,  West  Cedar  street,  Boston, 
Massachusetts. 

1874  Wells,  Harry,  M.D.,  H.B.M.  Vlce-Consul,  Gualeguaychu, 

Entre  Rios,  Argentine  Confederation. 
O.F.  Wells,  T,  Spencer,  F.R.C.S.,  Surgeon  in  Ordinary  to 
H.M.'s  Household;  Surgeon  to  the  Samaritan  Free 
Hospital  for  Women  and  Children  ;  3,  Upper  Grosvenor 
street,  W.  Council,  1859.  Fice-Pres.  1868-70. 
Trustee. 

1859  Westmacott,    John  Guise,  M.D,,  Medical  Officer  to  the 

Paddington    Provident   Dispensary;     19,      St.   Mary's 
terrace,  Paddington,  W. 

1876  Wharton,  Henby  Thornton,  M.A.  Oxford,  39,  St.  George's 

road,  Kilburn,  N.W. 
1870     Wheatcroft,  Samuel  Hansom,   L.R.C.P.  Ed.,  Litchham, 
Swatfham,  Norfolk. 

1860  Wheeler,  Daniel,  Chelmsford,  Essex. 

1877  "White,  Edward,  M.D.,  Terrace,  Summer  hill,  Birming- 

ham. 

1873  White,  Frederick  Broad,  15,  Maida  vale,  W. 

1860  White,  Frederick  George,  L.R.C.P.  Ed.,  Castle  House, 
Chepstow,  8,  Chislthurst  villas,  Mount  Ararat  road, 
Richmond,  Surrey. 
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O.F.      Whitehead,  James,   M.D.,  Physician  to  the  Manchester 

Clinical    Hospital;    SI,    Mosley     street,     Manchester. 

Council,  1859-61.      Vice-Pres.  1868-69. 
1877     WiGMORE,   William,    130,  Inverness  terrace,  Hyde  park, 

W. 
1867     WiLBE,  Richard  Haydock,  M.D.,  York  Lodge,  21,  Finchley 

road,  St.  John's  Wood,  N.W. 
1879     Wilkin,  John  Frederick,  M.D.,  Beckenham,  Kent. 
1876     Wilkinson,  Joseph  Cradock,  2,  Bellevue  terrace,  Crouch 

End,  Hornsey,  N. 

1871  Wilkinson,   William  Henry  Whiteway,  L.R.C.P.  Ed., 

336,  Liverpool  road,  Islington,  N. 

1879  Wtllans,  William  Blundell,  F.R.C.P.  Ed.,  Great  Had- 
ham,  Herts. 

1879     WiLLETT,  Charles  Verrall,  Brandon,  Suffolk. 

1861  Williams,  Arthur  Wynn,  M.D.,  Physician  to  the  Samari- 
tan Free  Hospital;  1,  Montagu  square,  W.  Council 
1871. 

1864     Williams,  Edward,  M.D.,  Holt  street  House,  Wrexham. 

1867  Williams,  Henry  Llewellyn,  M.D.,  9,  Leonard  place, 
Kensington,  W. 

1872  Williams,  John,  M.D.,  F.R.C.P.,  Assistant-Obstetric  Phy- 

sician to  University  College  Hospital ;  28,  Harley  street. 
Cavendish  square,  W.  Council^  1875-76.  Hon.  Sec. 
1877-9.     Vice-Pres.  1880. 

1859  Wilson,  James    George,  M.D.,  Professor  of   Midwifery 

in  the  Andersonian  University,  Glasgow ;  Consulting 
Physician-Accoucheur  to  the  Glasgow  Maternity 
Hospital ;  9,  Woodside  crescent,  Glasgow.  Council, 
1863-64.     Vice-Pres.  1865-67. 

1873  Wilson,  John  Henry,  L.K.Q.C.P.  Ireland,  Obstetric  Physi- 

cian to  the  Ladies'  Charity  and  Lying-in  Hospital ; 
Kensington  Lodge,  Kensington,  Liverpool. 
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ADVERTISEMENT. 

The  Society  is  not  as  a  body  responsible  for  the  facts  and 
opinions  wliicli  ai*e  advanced  in  the  following  papers  and  com- 
munications read,  or  for  tliose  contained  in  tlie  abstracts  of  the 
discussions  which  have  occurred,  at  the  meetings  during  the 
Session. 


53,  Beenees  Steeet, 

OxFOED  Steeet,  W. 


OESTETEICAL     SOCIETY 


LONDON. 


SESSION    1879. 


ANNUAL    MEETING. 

JANUARY  1st,  1879. 

Chaeles  WesTj  M.D.,  F.E.C.P.,  President,  in  the  Chair. 

Present — 37  Fellows  and  2  visitors. 

The  ballot  for  the  election  of  officers  and  council  for  the 
year  1879  was  declared  open,  by  the  President,  for  one 
hour,  and  Fred.  Heudebourck  Gervis,  M.R.C.S.,  and 
Frederick  Wallace,  M.R.C.S.,  were  appointed  scrutineers. 

Books  were  presented  by  Dr.  Arthur  Edis  and  Dr.  Wm. 
Goodell. 

Walter  Culver  James,  M.D.,  was  admitted  a  Fellow  of 
the  Society;  and  Arthur  Flint,  M.R.C.S.  (Westgate-on- 
Sea)  ;  N.  Henry  K.  Kane,  M.D.  (Kingston  Hill) ;  and 
Frederick  Nicholls,  M.R.C.S.  (South  Croydon),  were 
declared  admitted. 

The  following   gentlemen  were  elected   Fellows : — Jas. 

VOL.  XXI.  1 


2  librarian's  report. 

T.  Crowdon,  M.D.  (Gediiey  Hill)  :  George  Elder,  M.B. 
(Nottiugham) ;  Wm.  M.  MacGrath,  L.K.Q.C.P.I. ;  Et.  H.  A. 
Schofield,  M.A.M.B. ;  L.  A.  Weatherly,  M.D.  (Portis- 
Lead) ;  and  John  F.  Wilkin,  M.D.  (Beckenham). 

The  following  gentlemen  were  proposed  for  election : — 
Philip  Addis,  L.R.C.P.  Ed.  (Iver);  Hugh  R.  Ker  (Dudley); 
James  Inkson,  M.D.  (Brompton,  Chatham) ;  Charles  W.  M. 
Moulin,  M.A.,  M.D. ;  Thomas  Laurence  Read,  M.R.C.S. ; 
George  Herbert  Wade,  M.R.C.P.  (Chiselhurst) ;  and  Charles 
Verrall  Willett,  M.R.C.S.  (Brandon). 

The  Report  of  the  Treasurer,  Dr.  Gervis,  with  the 
audited  balance  sheet,  was  then  read,  and  its  reception  and 
adoption  being  moved  by  Dr.  Edis,  and  seconded  by  Dr, 
Wiltshire,  was  carried  unanimously. 

The  report  of  the  Librarian  was  then  read,  and  its 
adoption  was  moved  by  Dr.  Aveling,  seconded  by  Dr.  Daly, 
and  was  also  carried  unanimously. 

Report  of  the  Honorary  Librarian. 

Mr.  President  and  Gentlemen, — I  have  again  to  con- 
gratulate the  Society  upon  the  flourishing  condition  of  its 
library.  The  number  of  readers  and  borrowers  of  books 
has  been  quite  up  to  the  usual  average. 

The  principal  event  of  the  year  has  been  the  acquire- 
ment, at  an  almost  nominal  sum,  of  the  obstetrical  portion 
of  the  library  of  the  late  Dr.  Blundell.  It  consisted  of 
342  volumes,  some  of  the  sixteenth,  but  principally  of  the 
seventeenth  and  eighteenth  centuries ;  and  258  of  these 
were  not  already  in  the  Society^ s  library.  The  remaining 
84  duplicates  were  offered  to  the  Fellows  of  the  Society 
for  purchase,  and  47  of  them  have  been  disposed  of  in 
this  way.  For  the  reception  of  these  books  it  became 
necessary  to  add  an  additional  bookcase  and  some  shelves, 
and  now  all  the  space  at  our  disposal  has  been  utilised. 
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4  ANNUAL    ADDRESS. 

The  ordinary  additions  to  the  Library  consist  of  115 
volumes,  45  of  which  have  been  presented,  and  the 
remainder  obtained  by  purchase.  The  total  number  of 
volumes  now  in  the  Library  amounts  to  2G60. 

I  cannot  conclude  this  report  without  referring,  as  my 
predecessors  have  done,  to  the  efficient  and  valuable 
services  of  our  excellent  Sub-Librarian,  Mr.  Watson,  to 
whom  I  am  under  considerable  obligation  for  courteous  and 
unfailing  help  at  all  times. 

Jno.  B.  Potter,  M.D. 


The  President  then  rose  and  alluded  to  the  circum- 
stances attending  the  preparation  of  the  alterations  of  the 
Bye  Laws  which  were  proposed  by  the  Council,  and  copies 
of  which  had  been  sent  round  to  all  the  Fellows  with  the 
circulars  of  the  Annual  Meeting. 

The  President  stated  the  reason  for  the  alteration  pro- 
posed in  each  chapter,  seriatim,  and  the  chapters  were 
successively  adopted  by  the  meeting  nem.  con. 

With  regard  to  the  word  ''  men  "  in  Section  III,  Chap. 
I,  the  President  said  that  the  change  had  been  made  in 
consequence  of  a  question  which  had  arisen  a  few  years 
ago  as  to  the  eligibility  of  female  practitioners  to  the 
Fellowship  of  the  Society.  The  word  "  practitioner  "  had 
been  replaced  by  the  word  men  in  order  to  remove  any 
doubt  upon  this  point  in  future. 


The  President  then  delivered  his  Annual  Address. 
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Gentlemen, — It  seems  but  yesterday  since  I  thanked 
you  for  the  honour,  the  unexpected,  unmerited  honour, 
which  you  had  done  me  in  electing  me  your  President; 
and  now,  at  the  end  of  two  years  so  quickly  flown,  I  stand 
here  for  the  last  time  to  resign  into  your  hands  the  honour 
and  the  trust. 

First  of  all,  gentlemen,  let  me  thank  you  for  the  kind- 
ness with  which  you  have  borne  with  me,  the  unvarying 
courtesy  with  which  you  have  received  me,  the  friendliness 
with  which  you  have  seconded  every  effort  I  have  made 
for  the  advancement  of  the  interests  of  the  Obstetrical 
Society. 

You  have  already  given  your  verdict  on  those  changes 
in  the  laws  by  which  your  Society  is  governed  which  the 
Council,  after  mature  and  most  patient  consideration, 
thought  that  the  experience  of  five  and  twenty  years  had 
shown  to  be  desirable.  I  sincerely  hope  that  the  altera- 
tions that  you  have  sanctioned  will  help  to  secure  the 
greater  usefulness  and  more  abiding  prosperity  of  the 
Society. 

In  its  internal  affairs  this  prosperity  is  unabated,  and 
the  number  of  our  Fellows  has  even  slightly  increased. 
Our  greatest  trouble  is  that  we  need  more  space  to  provide 
for  the  yearly  increase  of  our  library,  and  for  the  proper 
display  of  our  valuable  collection  of  casts  and  instruments 
and  drawings.  This  subject,  I  have  no  doubt,  will  engage 
the  attention  of  my  successor  in  this  chair,  and  of  the 
new  Council,  his  coadjutors. 

I  had  hoped  to  congratulate  you  on  this  occasion  upon 
the  regulations  proposed  by  this  Society  for  the  education, 
examination,  and  registration  of  midwives  having  become 
the  law  of  the  land.  The  principles  of  the  scheme  not 
only  met  with  the  approval  of  the  Medical  Council,  but 
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were  embodied  by  his  Grace  the  Duke  of  Richmoud  in  the 
Medical  Acts  Amendment  Bill,  which,  but  for  the  troubles 
in  the  East,  would,  there  is  every  reason  to  believe,  have 
passed  both  Houses  of  the  Legislature. 

Medical  legislation,  however,  is  at  the  best  beset  by  so 
many  difficulties,  requires  the  conciliation  of  so  many  con- 
flicting interests,  and,  unfortunately,  gives  an  opportunity 
for  people  to  indulge  so  many  crotchets,  that  it  has  seemed 
to  some  of  us  it  might  be  desirable  to  detach  this  simple 
practical  matter  from  the  wider  question,  and  to  endeavour 
to  get  a  Midwives^  Bill  introduced  separately  into  one  or 
other  House  of  Parliament.  It  does  not  in  the  slightest 
degree  involve  the  interests  of  the  medical  profession,  but 
it  concerns  the  welfare  of  the  poor  very  much. 

No  step,  however,  can  be  taken  until  we  know  what 
action  Government  intends  to  adopt  next  session  with 
reference  to  medical  legislation.  We  cannot  but  fear  that 
the  labours  of  peace  may  be  as  much  interfered  with  this 
year  by  the  Afghan  question  as  they  were  last  year  by  the 
Russo-Turkish  war.  Astraa  redux  will  probably  always 
continue  to  be  a  poet^s  dream.  While  waiting,  we  have 
the  assurance  of  the  friendly  advice  of  Mr.  Lennox  Peel,  of 
the  Privy  Council  Office,  to  whom,  on  so  many  occasions, 
we  have  already  been  indebted. 

I  may  ask  your  leave  to  offer  presently  one  or  two 
suggestions  with  reference  to  the  Society^s  future,  but  my 
next  duty  is  the  sad  one  of  counting  our  losses  during  the 
past  year.  Two  of  our  honorary  and  eleven  of  our  ordinary 
Fellows  have  died  since  our  last  annual  meeting,  and  we 
have  also  been  apprised  since  then  of  the  death  of  three 
others  of  which  we  were  then  unaware,  though  it  took 
place  in  the  year  1877. 

In  a  profession  such  as  ours  there  will  always  be  some — 
there  will  often  be  many — who  leave  behind  them  no 
memorial,  save  in  the  affection  of  their  relatives  and  friends, 
but  who  either  die  too  soon  for  fame — like  Mr.  Allen,  of 
St.  John's  Wood,  in  his  twenty-third  year,  a  young 
athlete,  crowned  almost  before  the  struggle  had  begun — 
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or  whose  walk  in  life  has  made  them  welcome  visitors  in 
the  dwellings  of  the  poor  rather  than  the  familiar  ministers 
to  the  wealthy,  like  Mr.  Reid,  of  Bermondsey.  When  the 
tired  labourer  comes  elsewhere  to  receive  his  wages,  he 
may  find  that  his  short  day  of  hard  toil  is,  after  all,  not 
underpaid.  And  so  I  trust  that  the  friends  of  these  two 
gentlemen,  or  those  of  Dr.  Magee,  of  Kensington,  Mr. 
Drew,  of  Kentish  Town,  Mr.  Tredennick,  of  Kensington, 
Dr.  Martin,  of  Weston,  Mr.  Blood  and  Mr.  Smith,  of 
Jersey,  will  not  think  that  I  mean  any  slight  to  their 
memories  if  I  pass  their  names  by  with  a  most  sincere  and 
earnest  reqinescant  in  ^ ace. 

Of  Dr.  Buckingham,  who  joined  this  Society  in  1872,  I 
know  only  what  is  told  in  a  short  but  affectionate  notice 
in  the  second  volume  of  the  '  Transactions  of  the  American 
Gynaecological  Society,^  from  the  pen  of  his  fi'iend  and 
fellow-townsman.  Dr.  Lyman.  He  was  born  at  Boston,  in 
America,  in  1821,  educated  at  Harvard  College,  where  he 
graduated  in  1844',  and  settled  in  his  native  town.  His 
early  years  were  attended  by  those  difficulties  with  which 
most  of  us  are  familiar ;  but  he  appears  not  to  have  been 
long  before  he  gained  success,  and  by  the  time  he  was 
forty  years  old  he  had  already  acquired  a  large  practice,  and 
had  been  appointed  a  professor  in  his  old  University, 
where  he  afterwards  occupied  the  Chair  of  Obstetrics. 
He  is  spoken  of  as  an  able  and  impressive  lecturer,  and  as 
a  man  active  in  every  form  of  good  doing  which  his  pro- 
fession brought  within  his  power,  and  as  respected  and 
beloved  by  all.  Ill  health  interfered  with  his  activity. 
He  collected  materials  for  a  work  on  midwifery,  in  spite 
of  the  suffering  which  cardiac  disease  brought  with  it; 
but  he  had  to  leave  the  materials  unused  when  death 
relieved  him  from  labour  and  released  him  from  pain  on 
February  10th,  1877. 

Much  of  the  reputation  and  success  of  this  Society  is 
due  to  the  exertions  of  our  local  honorary  secretaries.  It 
is  with  double  regret,  therefore,  that  I  mention  to-day  the 
name  of  Dr.  Hodder,  of  Toronto,  who  died  on  the  17th  of 
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January  last.  He  was  born  iu  England,  at  Sandgate,  in 
Kent,  in  1810;  received  liis  early  education  in  Guernsey, 
and  at  St.  Servan,  in  France,  and  after  a  short  trial  of  the 
Navy,  in  which  service  his  father  held  the  rank  of  captain, 
he  entered  the  medical  profession.  He  began  his  career 
as  a  pupil  of  Mr.  Amesbury,  who  had  considerable  reputa- 
tion some  years  ago  in  London  as  an  orthopjcdic  surgeon, 
and  completed  his  studies  at  Guy's  Hospital,  taking  the 
membership  of  the  College  of  Surgeons  in  1834.  After  a 
short  trial  of  his  fortunes  in  London  and  at  St.  Servan  he 
visited  Canada,  and  settled  at  Toronto,  with  the  University 
of  which  city  he  connected  himself.  He  seems  to  have 
been  a  man  of  much  energy,  of  which  no  better  proof  can 
be  given  than  the  fact  that  after  he  had  been  some  years 
in  practice  he  re-visited  London  in  order  to  refresh  his 
knowledge  in  the  medical  schools  of  the  metropolis,  and 
to  obtain  the  Fellowship  of  the  College  of  Surgeons. 
Such  a  man's  success  was  as  well  deserved  as  it  was  con- 
siderable. His  reputation  was  not  confined  to  that  of  an 
obstetrician,  though  it  was  as  Professor  of  Obstetrics  in 
one  or  other  of  the  medical  schools  of  Toronto  that  he  was 
known  as  a  teacher.  He  was  a  skilful  surgeon,  and  is  said 
to  have  had  the  same  name  in  Canada  as  an  ovariotomist 
as  his  still  abler  compeer.  Dr.  Peaslee,  had  in  the  United 
States.  He  was  active  in  all  medical  matters,  a  frequent 
contributor  to  the  journals,  though  I  am  not  aware  that 
he  was  sjjecially  distinguished  as  a  writer;  but  he  was 
evidently  a  man  of  much  practical  ability.  His  services 
were  valued  as  a  member  of  the  Medical  Council  of  Ontario, 
and  Dean  of  the  Medical  Faculty  of  Toronto.  He  was 
much  respected,  much  beloved,  and  the  friend  who  writes 
a  brief  notice  of  him  says  that  "  he  leaves  a  blank  very 
diflScult  to  fill."  This  is  high  praise.  It  is  not  mine,  but 
that  of  those  who  knew  him  best. 

There  remain  four  of  our  ordinary  Fellows  whose  names 
call  for  mention.  I  regret  that  I  cannot  speak  of  them 
from  personal  knowledge. 

The  first  is  Dr.  Shearman,  of  Rotherham,  M.D.,  of  the 
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University  of  Jena,  Member  of  the  London  Colleges  of 
Physicians  and  Surgeons,  and  a  Fellow  of  the  Royal 
Society  of  Edinburgh,  who  died  on  October  3rd,  1878. 
He  was  born  at  Wrington,  in  Somersetshire,  studied  at 
St.  George^s  Hospital,  became  a  Licentiate  of  the  Apothe- 
caries Company  in  1820,  and,  after  a  short  stay  in  a  small 
Yorkshire  town,  settled  in  general  practice  in  Rotherham 
in  1823.  He  was  successful  and  passed,  as  successful 
country  doctors  often  do,  and  do  well,  from  the  hard  life 
of  the  general  practitioner  to  the  less  fatiguing  duties  of 
the  consultant.  He  obtained  a  degree  from  the  Univer- 
sity of  Jena  in  1841,  and  became  first  an  Extra-Licentiate, 
and  then,  in  1868,  a  Member  of  the  College  of  Physicians. 
He  was  a  man  of  active  mind,  always  busy,  and  that 
beyond  the  bounds  of  his  own  profession  ;  of  much  public 
spirit  too,  and  anxious  for  the  prosperity  of  the  town  where 
his  life  had  been  passed  and  his  fortune  made.  He  took 
a  large  share  in  the  establishment  of  the  Rotherham 
Hospital,  and  was  for  many  years  one  of  its  physicians, 
and  helped  both  with  his  purse,  and  in  other  ways,  the 
Literary  and  Scientific  Society  and  the  Mechanics  Insti- 
tute, to  the  latter  of  which  he  gave  a  valuable  collection 
of  books  and  instruments.  He  wrote  a  few  papers  of  no 
great  importance  on  medical  subjects;  but  though  a  Fellow 
of  our  Society  he  never  contributed  to  its  '  Transactions.' 
His  energy  and  activity  continued  almost  to  the  last,  and 
he  took  with  him  when  he  died  the  respect  and  regret  of 
very  many  of  his  fellow  citizens.  I  do  not  know  where 
the  fault  lay  which  deprived  him  of  the  cordial  friendship 
of  some  of  his  colleagues.  Perhaps  it  was,  and  if  so  it 
will  do  none  of  us  harm  to  lay  it  to  heart,  that  he  may 
not  always  have  lost  sight  of  himself,  the  worker,  in  the 
work  he  did.  The  condition  may  seem  a  hard  one.  I 
believe  it  is  essential  to  the  permanence  of  all  the  work 
we  do. 

There  are  many  histories  of  members  of  our  profession 
like  those  of  Dr.  Steele  and  Dr.  Bloxam  ;  of  men  working 
hard  all  their  lives,  irreproachable  in  conduct,  untiring  in 
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diligence,  attaining  at  last  to  barely  a  modest  competency, 
in  some  cases  not  even  to  that,  and  lying  down  worn  out 
to  die  before  old  age  has  come.  If  any  man  has  set  his 
heart  on  making  money  he  will  do  well  to  choose  some 
other  walk  in  life  than  ours. 

Dr.  Alfred  Steele  died  of  chronic  disease  of  the  kidneys 
at  the  age  of  fifty-eight,  on  the  9th  of  October  last,  in 
Liverpool,  where  he  had  practised  all  his  life,  having  given 
up  the  house-surgeoncy  at  the  Nottingham  Hospital  to 
take  a  similar  position  at  the  Liverpool  Workhouse  Infirm- 
ary. When  he  left  that  post  he  by  degrees  got  into 
practice  in  the  city.  He  lectured  on  obstetrics,  and  is 
said  to  have  lectured  extremely  well.  He  became  obste- 
tric physician  to  the  Liverpool  Infirmary,  and  besides  his 
labours  as  a  practitioner  and  a  teacher,  he  devoted  much 
time  to  the  interests  of  the  Lancashire  and  Cheshire  Branch 
of  the  British  Medical  Association,  of  which  he  was 
secretary  and  afterwards  president.  Probably  he  cultivated 
too  assiduously  the  very  barren  field  of  medical  politics 
which,  as  far  as  my  observation  goes,  for  I  have  never 
tilled  it,  yields  thorns  and  thistles  only  to  the  honest  hus- 
bandman, but  a  rich  harvest  to  the  adventurer  and  quack. 
The  too-hackneyed  phrase  that  ^'he  lived  respected  and 
beloved,  and  died  lamented  by  all  who  knew  him,'^ 
appears  in  Dr.  Steele's  case  to  have  been  eminently  true. 

With  equal  truth  may  the  same  be  said  of  Dr.  William 
Bloxam,  who  died  on  November  5th,  1878,  at  his  house  in 
Mount  Street,  in  his  fiftieth  year.  He  came  of  a  medical 
family ;  his  father  was  a  well-known  practitioner,  and  a 
very  popular  teacher  of  midwifery  in  my  younger  days, 
and  his  uncle  was  much  respected  as  the  leading  medical 
man  at  Hyde,  in  the  Isle  of  Wight.  He  studied  at  St. 
George's  Hospital,  where  he  was  much  esteemed  and  liked 
by  his  fellow-students.  He  took  the  degree  of  M.D.  at  St. 
Andrew's  in  1862,  and  for  a  short  time  was  one  of  the 
lecturers  on  midwifery  at  the  Grosvenor  Place  School  of 
Medicine,  but  on  its  discontinuance  he  did  not  further 
engage  in  teaching.      The  only  appointment  he  held,  and 
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he  held  it  for  many  years^  was  that  of  Medical  Officer  to 
the  St.  George^s  and  St.  Jameses  Infirmary,  where  he  must 
have  gained  much  of  that  knowledge  which  went  to  make 
him,  what  by  general  consent  he  was,  a  most  excellent 
practitioner. 

Just  at  the  last  moment  I  have  heard  of  another  death, 
news  of  which  comes  with  an  added  note  of  sadness,  of  a 
man,  young,  able,  devoted  to  his  profession,  dying  in  its 
pursuit,  a  martyr  to  science ;  for  Dr.  Koch,  of  Colombo, 
died  at  the  early  age  of  some  thirty  years,  of  a  wound 
received  in  examining  a  dead  body.  It  seems  to  me  far 
sadder,  I  do  not  think  it  is  entitled  to  less  honour,  than 
the  soldier's  death  on  the  field  of  battle.  He  was  a  native 
of  Colombo,  descended  from  one  of  the  good  old  Dutch 
burgher  families.  He  went  to  Calcutta,  and  there  was  one 
of  the  best  pupils  in  the  Medical  College,  as  says  my 
fi'iend,  Sir  Joseph  Fayrer,  and  his  best  is  like  the  Hall 
mark,  it  must  be  real  gold  that  bears  it.  The  rest  I  tell 
in  Sir  Joseph  Fayrer's  own  words  : — "  After  finishing  his 
studies  in  India  he  came  to  England,  and  graduated.  He 
returned  to  Ceylon,  and  became  Principal  and  a  professor  in 
the  Medical  School  at  Colombo.  He  was  the  moving  spirit, 
and  the  great  supporter  of  all  progress  in  that  institution, 
and  it  proved  to  be  a  great  success.  He  was  a  thorough 
gentleman,  an  excellent  physician  and  surgeon.  In  all 
respects  he  was  a  good  man,  and  his  premature  death  was 
deplored  as  a  national  calamity.  You  cannot  speak  too 
highly  of  him.  You  will,  I  am  sure,  touch  a  responsive 
chord  in  his  own  country.'^  Gentlemen,  what  can  I  add 
to  this  ? — "  In  all  respects  a  good  man.^'  There  is  no 
more  to  say.      May  as  much  be  said  of  you  and  me  ! 

It  has  struck  me  over  and  over  again,  while  writing  these 
brief  life  notices,  how  poor  and  bald  and  unsatisfactory 
they  must  seem  to  the  friends  and  relatives  of  the  deceased. 
But  what  can  I  do  ?  Their  inner  life  is  too  sacred  for  me 
to  raise,  if  I  could,  the  veil  which  hides  it ;  its  recollection 
must  be  cherished  in  the  privacy  of  home,  and  friends  may, 
I  think,  be  content  if  the  record  borne   by  a   censorious 
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world  concerning  those  whom  they  loved  is  that  each  in 
his  separate  walk  did  his  duty,  and  left  behind  him  an 
untarnished  name. 

My  task  is  nearly  done,  and  I  have  but  to  make  mention 
of  two  more  of  our  fellows,  who  held  the  distinction  of  our 
Honorary  Fellowship,  Dr.  Fleetwood  Churchill,  and  Dr. 
Edmund  Peaslee  ;  two  men  who,  though  widely  different  in 
character,  had  in  common  unwearied  diligence  and  unselfish 
aims,  and  met  their  well-deserved  reward,  not  in  success 
only,  but  in  the  respect  and  affection  which  attended  them 
when  living,  and  which  follows  their  memories  now  that 
the  grave  has  closed  over  them. 

The  former  of  the  two,  our  countryman,  Dr.  Fleetwood 
Churchill,  was   an  Englishman  by  birth,  an  Irishman  by 
adoption,  cosmopolite  by  his  erudition,  a  successful   prac- 
titioner, a  valued  teacher  both  with  tongue  and  pen,  but 
above  all  a  high-toned  Christian  gentleman,  who  would  have 
done  honour  to  any  country,  and  reflected  credit  on  any 
profession.      He  was  born  at  Nottingham  in  1808.      Of  his 
early  years  I  know  but  this,  that  he  showed  from  very  boy- 
hood a  special  intei'est  in  the  pursuit  of  medicine,  and  that 
he  betook  himself  to   Edinburgh  for  its  study,  taking  his 
doctor^s  degree  in  1831.      I  do  not  know  what  induced  him 
to  devote  himself  specially  to  that  department  of  medicine 
which  he  did  so  much  to  improve,  but  it  was  in  order  to 
perfect  himself  in  midwifery  that  he  first  went  to  Dublin. 
He  is  not  the  first  person   who   has  found    more   than    he 
sought  in  journeying.      Dr.  Churchill  found  friends,  and  a 
wife,  and  a  happy  home,  worldly  success,  and  a  wide  field 
for  doing   good.      What  could  man  wish  for  more,  and  so 
the  apprentice  ended  his  travels — Wanderjahrc  the  Germans 
call  them — somewhat   speedily,  and  settling  down  for  life 
in    the    Irish    capital,   all    but    changed    his    nationality. 
Having  become  a  Licentiate  of  the  King's  and  Queen's 
College    of    Physicians,   he   established  a  small   Lying-in 
Hospital,  and  in  connection  with  it  opened  a  class  for  the 
instruction  of  students  in  midwifery.      He  soon  became  a 
very  successful  teacher,  and  his  pupils  ail  learned  to  look  on 
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him  as  a  personal  Mend.  He  now  also  published  his 
'  Theory  and  Practice  of  Midwifery/  which  passed,  as  it 
deserved,  through  several  editions.  Of  all  the  many  works 
which  he  wrote,  this  is  perhaps  the  most  thoroughly  satis- 
factory, for  in  it  experience  controlled  the  results  of  his 
reading,  and  the  directions  which  he  lays  down  for  the 
guidance  of  the  practitioner  are  clear  and  positive.  His 
reputation  and  practice  increased  from  the  date  of  its 
publication,  but  he  was  not  the  man  to  be  rendered  indo- 
lent by  success.  Valuable  papers  and  elaborate  treatises 
came  in  quick  succession  from  his  pen,  while  he  discharged 
with  reputation  the  duties  of  King^s  Professor  of  Midwifery 
in  the  School  of  Physic — no  easy  task  for  any  one  whose 
predecessor  in  the  chair  had  been  the  accomplished  Dr. 
Montgomery.  His  "  Researches  in  Operative  Midwifery  " 
appeared  for  the  most  part  as  detached  essays  in  journals, 
and  in  their  collected  form  can  scarcely  stand  side  by  side 
with  the  exhaustive  ^'  Operationslehre ''  of  Kilian,  on  the 
one  hand,  or  with  the  valuable  practical  teachings  of  one 
of  your  past  Presidents,  Dr.  Barnes,  on  the  other.  His 
'Manuals  of  the  Diseases  of  Children,^  and  of  the  'Dis- 
eases of  Women,^  have  passed  through  several  editions, 
both  in  this  country  and  America,  have  been  translated 
into  several  languages,  and  served  as  text-books  for  many 
generations  of  students.  They  illustrate  his  strong  points 
and  his  weak  ones ;  his  untiring  industry,  his  wide 
acquaintance  with  the  literature  of  each  subject,  but  at  the 
same  time  his  want  of  critical  faculty  and  of  original 
power.  He  did  too  much ;  an  occasional  respite  from 
labour  would  have  been  well  repaid  ;  or  better  still  it 
might  have  been,  could  the  key  of  his  library  for  a  few 
years  have  been  taken  from  him,  and  could  he  have  been 
sent  to  work  in  the  wards  and  at  the  bedside,  with  nothing 
to  distract  his  observation.  But  he  worked  honestly  and 
thoroughly,  achieved  for  himself  a  well-merited  eminence 
in  his  own  department,  and  won  a  warm  place  in  the  hearts 
of  his  fi'iends  by  his  honorable,  simple  character,  and  his 
lovable  disposition.      He  was  a  man  of  general  cultivation 
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and  of  wide  sympathies.  He  interested  himself  much  in 
all  forms  of  missionary  enterprise,  and  especially  also  in 
the  fortunes  of  the  Irish  Church  after  its  disestablishment. 
One  is  always  glad  to  find  people  with  interests  and  pur- 
suits outside  their  profession,  and  gladder  still  when  one 
finds  that,  in  all,  their  motto  like  Dr.  ChurchilPs  is, 
"  Sursum  Corda.''^  This,  indeed,  is  a  point  in  his  history 
on  which  I  must  for  a  moment  dwell,  because  it  is  opposed 
to  a  doctrine  and  a  practice  which  appear  to  be  gaining 
ground  apace, — that  a  doctor  is  to  confine  himself  as  a 
citizen  to  matters  strictly  medical,  to  circumscribe  his 
action  within  the  limits  of  his  own  profession,  instead  of 
making  his  profession  a  starting-point  whence  to  arrive  at 
more  extended  usefulness.  In  a  certain  sense  the  rule  is 
a  wise  one  j  it  saves  wear  and  tear  of  mind,  it  enables  a 
man  to  avoid  disputes  ;  he  is  friend  with  every  one  ;  there 
is  nothing  to  interfere  with  his  success,  and  "  Men  shall 
praise  thee  if  thou  doest  well  for  thyself,"  said  one  of  old. 
I  have  no  doubt  but  that  the  man  of  whom  the  Eastern  apo- 
logue tells  us  that  his  Master  condemned  him  for  not  trading 
with  his  talent  was  eminent  in  his  profession,  amassed  a 
large  fortune,  and  had  inscribed  upon  his  tombstone  that 
he  never  made  an  enemy. 

When  health  began  to  fail  him,  some  two  and  a  half 
years  before  he  died.  Dr.  Churchill  gave  his  valuble  library 
to  the  College  of  Physicians,  and  retired  to  the  country, 
where,  in  the  house  of  his  daughter  and  son-in-law,  "  all 
that  should  accompany  old  age  "  attended  him.  He  lived 
there  beloved  by  all,  and  there  he  died  peacefully  on 
January  31st,  1878,  leaving  to  his  widow  a  name  to  be 
proud  of,  to  his  children  an  example  to  imitate. 

Edmund  Randolph  Peaslee  was  born  at  Newton,  in 
New  Hampshire,  in  the  United  States,  on  January  22nd, 
1814,  studied  at  Dartmouth  College,  where  he  graduated 
in  arts  in  1836,  and  for  some  two  years  acted  as  tutor 
there.  He  subsequently  engaged  in  the  study  of  medicine, 
took  his  doctor's  degree  at  Yale  College  Medical  School, 
and  followed  the  good  practice  of  his  countrymen  in  paying 
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a  long  visit  to  Europe.      He  began  practice  at  Hanover, 
in  New  Hampshire,   and  taught  anatomy  and   surgery  in 
the  Dartmouth  and  Bowdon  Colleges,   and  having  already 
acquired   a   high  reputation   both   as   a   practitioner   and 
teacher,    he    removed  to   New   York  in    1858,   where  he 
occupied  the   chair  first   of    obstetrics    and  afterwards  of 
gynaecology.      His  great  claim  to  our  Honorary  Fellowship, 
and    the    work    on   which   his    reputation    rests,  was  his 
treatise  on  ovarian  tumours  and  ovariotomy,   published  in 
1872.      The  book  merits  and  has  received  very  high  praise. 
It  is  sytematic,  clear,  candid,  and  takes  account  of  every 
question  which  can  arise  with  reference  to  ovarian  disease. 
The  conclusions  at  which  the  author  arrives  are  controlled, 
in  large  measure,  by  his  own  experience,   and  are  always 
sound  and  moderate,  but,  of  course,  the  writer,  the  total 
number  of  whose  cases  of   ovariotomy  amounted  at  that 
time   to   only  twenty-eight,    cannot    adopt  as    decisive   a 
tone  as  another  whose  cases  are  counted  by  hundreds.      Dr. 
Peaslee's  fame,  already  high,  was  greatly  extended  by  the 
publication  of  this  book,   and  with  increased   fame  came 
also  large  increase  of  practice.      There  seems,  indeed,  but 
little  doubt  that  his  premature  death,  at  the  age  of  64,  was 
in  a  great  degree  owing  to  the    incessant  overwork  which 
his    practice  forced  upon   him.      It    was    his   great    good 
fortune  that,  remarkable  as  his  success  was,  it  yet  in  his 
case  stirred  no  enmities,  for  he  seems  to  have  had  a  special 
power  of  personal  attraction  which  drew  to  him  all  with 
whom  he  came  in  contact ;  a  charm  which  our  friend.  Dr. 
Barnes,  tells  me  that  he.  felt  powerfully  on  his  own  visit  to 
America.      This  day  last  year  he  was  well,  and  one  might 
have  reckoned  on  a  new  edition  of  his  book,  or  on  other 
good  work,  the  fruit  of  his  ripe  experience,  but  he  caught 
cold  on  a  journey,  was  attacked  by  pneumonia,  and  died 
after  six  days^  illness  on  the  31st  of  January,  1878.      The 
New  York  Academy  of  Medicine  passed  a  resolution  on  the 
occasion  of  Dr.  Peaslee's  death  which  was  so  highly  eulo- 
gistic that  it  might  be  supposed  to  admit,  as  official  docu- 
ments often  do,  of  some  abatement,  if  it  were  not  that  his 


16  ANNUAL   ADDRESS. 

professional  brethren  came  from  long  distances  to  add 
their  testimony  of  respect  and  aifection,  and  to  attend  his 
funeral,  while  those  who  could  not  come  sent  messages  of 
regret.  The  members  of  the  New  York  Academy  of  Medi- 
cine did  not  content  themselves  with  the  formal  record  of 
their  sorrow,  but  at  the  meeting  one  after  another  rose  up 
to  add  something  more  to  the  tribute  of  regard  with  which 
all  looked  on  him  while  living,  all  mourned  him  when  dead. 
To  have  merited  and  gained  so  high  a  name,  and  such  large 
success,  yet  never  to  have  stooped  to  what  was  unworthy, 
to  have  kindled  no  jealousy,  excited  no  envy,  is  a  happi- 
ness which  falls  to  the  lot  of  veiy  few,  and  is  in  itself  the 
highest  praise. 

I  have  thus,  to  the  best  of  my  ability,  gone  through  the 
list  of  our  losses,  happily  not  more  numerous  than  each 
year  too  surely  brings.  I  cannot  leave  this  chair  without 
the  expression  of  my  most  heartfelt  wishes  for  the  pros- 
perity of  the  Society.  I  do  not  know  that  I  can  prove 
their  sincerity  better  than  by  offering  to  you,  most  re- 
spectfully, one  or  two  suggestions  with  reference  to  its 
future. 

My  one  regret  when  I  entered  on  my  office  is  still  my 
one  regret  on  quitting  it — namely,  that  the  labours  of  the 
Society  are  circumscribed  within  sucli  narrow  limits,  and 
that  they  comparatively  seldom  overstep  the  boundaries  of 
pure  obstetrics.  An  art  so  entirely  experimental  as  mid- 
wifery must  of  necessity  present  to  all  who  follow  it  a 
number  of  pi'oblems  which  each  practitioner,  year  by  year, 
answers  for  himself,  and  answers,  for  the  most  part,  as 
they  have  been  answered  by  others  years  before.  A  first 
voyage  round  the  world,  a  first  visit  to  a  far  distant  country, 
is  full  of  novelty  to  the  sailor  or  to  the  traveller.  But  the 
chart  of  the  voyage  has  long  been  laid  down,  the  map  of 
the  country  is  in  the  hands  of  all ;  the  individual  indeed 
has  profited,  but  a  record  of  his  experience  would  teach 
little  to  others.  I  think  we  should  all,  both  for  the  sake  of 
medical  knowledge  in  general,  as  well  as  for  the  improve- 
ment of  ourselves  in  particular,  deviate  more  than  we  have 
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done  from  the  familiar  path^  and  from  time  to  time  say 
with  the  poet — 

"  To-IUOITOW 

To  fresh  fields  and  pastures  new." 

I  would  urge  it^  too^  for  this  additional  reason^  that  I  do 
not  believe  any  Society  can  continue  long  to  flourish  which 
limits  its  woi-k  within  too  narrow  boundaries.  I  would 
gladly  see  general  physicians  and  surgeons  seek  our 
Fellowship,  take  a  share  in  our  debates,  and  contribute  to 
cur  "  Transactions.''  The  Chinese  have  a  curious  art  in 
gardening,  by  means  of  which  they  dwarf  the  oak,  and 
from  the  acorn  raise,  not  one  of  the  giants  of  the  forest, 
but  a  stunted  shrub.  I  do  not  know  wherein  else  the 
secret  consists,  but  the  result  is  partly  due  to  the  tree 
being  planted  in  a  narrow  box  which  gives  its  roots  no 
room  to  grow,  and  prevents  the  wholesome  changes  of  the 
soil.  To  take  an  illustration  from  another  class  of  subjects 
still  more  familiar  to  us  all ;  we  know  that  the  effect  of 
breeding  in  and  in  is  to  deteriorate  the  race.  I  am 
anxious  also  for  this  widening  of  our  boundaries  for,  if  I 
may  so  say,  a  moral  reason  ;  that,  namely,  of  preventing 
personal  jealousies  and  petty  feelings  from  obtaining  an 
entrance  into  your  Society.  Family  quai'rels  are  prover- 
bially bitter,  and  I  know  of  no  surer  mode  of  preventing 
them  than  the  adoption  into  your  family  of  as  many  as 
possible  not  strictly  belonging  to  it ;  not  having  the  same 
class  of  ambitions  or  interests  as  yourselves,  but  bound  up 
with  you  in  the  common  aim  of  advancing  knowledge  and 
benefiting  mankind. 

And  lastly,  gentlemen,  may  I,  in  descending  from  the 
eminence  to  which  you  have  raised  me,  be  allowed  to 
borrow  the  words  of  one  who,  had  he  lived  in  our  day, 
would  have  belonged  to  us,  and  whose  spirit  I  should  wish 
to  be  Perpetual  President  of  the  Obstetrical  Society-— 
William  Harvey.  In  instituting  the  annual  oration  at  the 
College  of  Physicians  he  uses  words  which,  with  scarcely 
a  change,  it  behoves  us  well  to  ponder.  He  exhorts  the 
Fellows  to  "  search  and  study  out  the  secrets  of  Nature, 
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but  also  for  the  honour  of  tlio  profession  to  continue 
mutual  love  and  affection  amongst  themselves,  without 
which  neither  the  dignity  of  the  Society  can  be  preserved, 
nor  yet  particular  men  receive  the  benefit  of  their  admission 
into  the  society  which  they  might  expect,  ever  remem- 
bering that  concordici  res  parva  cresciuity  discordid  magiKS 
dllahuntur." 


At  its  conclusion  it  was  moved  by  Mr.  Spencer  Wells, 
and  seconded  by  Dr.  Playfair, 

"  That  the  best  thank  of  the  Society  be  given  to  the 
retiring  President,  Dr.  Charles  West,  for  the  courteous 
and  efficient  manner  in  which  he  had  presided  over  the 
meeting  of  the  Society  during  his  term  of  office,  and  that 
he  be  requested  to  allow  his  admirable  address  to  be  printed 
in  the  Transactions.'^ 

The  President  returned  thanks  to  the  proposers  of  the 
vote  and  the  meeting. 

It  was  then  moved  by  Dr.  Henry  Geevis  and  seconded 
by  Dr.  Heywood  Smith, 

"  That  this  meeting  desires  to  express  its  best  thanks 
to  the  retiring  Vice  Presidents,  Dr.  Aveliug  and  Dr.  L.  T. 
Cumberbatch,  the  retii'ing  Librarian  Dr.  J.  B.  Potter,  and 
to  the  other  retiring  members  of, the  Council,  for  their 
valuable  services,  and  interest  in  the  affairs  of  the  Society 
during  the  time  they  have  been  in  office.'^ 


The  result  of  the  ballot  was  declared  by  the  President, 
and  the  following  is  the  list  of  officers  for  the  ensuing 
year. 

Honorary  President. — Arthur  Farre,  M.D.,  F.R.S. 

President.^'WiWiQ.m.  S.  Playfair,  M.D. 

Vice   Presidents, — James    Braithwaite,    M.D.    (Leeds)  ; 
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Arthur  W.  Edis,  M.  D. ;  John  Baptiste  Potter,  M.D. ; 
George  Roper,  M.D. ;  Robert  James  Wilsou,  F.R.C.P.  Ed. 
(St.  Leonards)  ;  Alfred  Wiltshire,  M.  D.    ' 

Treasurer. — Henry  Gervis,  M.D. 

Honorary  Secretaries. — John  Williams,  M.D, ;  Clement 
Godson,  M.D. 

Honorary  Librarian. — Alfred  Lewis  Galabin,  M.A.,  M.D. 

Other  Members  of  Council. — John  Wright  Baker  (Derby); 
R.  S.  Fancourt  Barnes,  M.D.  ;  John  S.  Bartrum,  F.R.C.S. 
(Bath)  ;  Percy  Boulton,  M.D. ;  Robert  Cory,  M.B.  ;  Frede- 
rick Henry  Daly,  M.D. ;  James  Matthews  Duncan,  M.D. ; 
George  Eastes,  M.B. ;  Frederick  Heudebourck  Gervis ; 
George  Ernest  Herman,  M.R.C.P. ;  William  Carter  Hoff- 
meister,  M.D.  (Cowes)  ;  William  Hope,  M.D.  ;  Henry 
Walter  Kiallmark ;  C.  Dudley  Kingsford,  M.D. ;  Alfred 
George  Roper  (Croydon)  ;  Thomas  Savage,  M.D.  (Birming- 
ham) ;  William  Smiles,  M.  D. ;  Thomas  James  Walker, 
M.D.  (Peterborough). 


FEBRUARY  5th,  1879. 

William  S.  Playfair,  M.D.,  F.R.C.P.,  President,  in  the 

Chair. 

Present — 58  Fellows  and  9  visitors. 

The  minutes  of  the  previous  meeting  were  read  and 
confirmed. 

Books  were  presented  by  Dr.  Matthews  Duncan,  Dr.  E. 
S.  Dunster,  Prof.  G.  B.  Ercolaui,  Dr.  G.  Eustache,  Dr. 
George  Johnston,  Prof.  Schroeder,  Prof.  T.  Gaillard 
Thomas,  Prof.  Spiegelberg,  and  St.  Bartholomew's  Hos- 
pital. 

The  following  gentlemen  were  admitted  Fellows  of  the 
Society :  — William  Mitchell  MacGrath,  L.K.Q.C.P.I.  ; 
John  F.  Wilkin,  M.D.  (Beckenham,  Kent)  ;  Wm.  John 
Vereker  Bindon,  M.D.  ;  Benjamin  Browning,  L.R.C.P., 
M.R.C.S.  ;  James  C.  P.  Muir,  L.R.C.P.,  L.R.C.S.,  Ed., 
and  Rustomjee  Naserwanjee  Khory,  M.D.  (Bombay). 

And  the  following  gentlemen  having  returned  their 
obligation  papers  duly  signed,  were  declared  admitted  as 
Fellows  of  the  Society : — Izett  William  Anderson,  M.D. 
(Kingston,  Jamaica)  ;  Richard  Ellery,  L.R.C.P.  Ed. 
(Toronto),  and  Albert  C.  B.  Smyth,  L.R.C.P.  Ed. 
(Brighton). 
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The  following  geutlemen  were  elected  Fellows  : — Philip 
Addis  L.R.C.P.,  Ed.  (Tver)  ;  H.  R.  Ker,  L.R.C.P.,  Ed. 
(Dudley)  ;  James  Inkson,  M.D.  (Brompton,  Chatham)  ; 
Jas.  A.  M.  Moullin,  M.D. ;  Thomas  L.  Read,  M.R.C.S. ; 
G.  H.  AVade,  M.R.C.P.  (Chiselhurst)  ;  and  Chas.  V. 
WiUett,  M.R.C.S.  (Brandon). 

The  following  geutlemen  were  proposed  for  election  : — 
Alban  H.  G.  Doran  F.R.C.S.  ;  G.  L.  Evershed,  M.R.C.S. 
(Arundel)  ;  Sir  Jos.  Fayrer,  M.D.,  K.C.S.  Ind. ;  Tho.  W. 
H.  Garstang,  M.R.C.S.;  Geo.  T.  McKeough,  M.B. ;  Geo. 
E.  Moore,  M.B.  (Maidenhead)  ;  Rt.  R.  Stillwill,  M.D. 
(Beckenham);  E.  W.  Tait,  M.R.C.S.;  J.  Knowsley 
Thornton,  M.B.,  CM.,  and  Wm.  Blundell  Willans. 

Dr.  HiCKiNBOTHAM  exhibited  a  new  forceps  for  the 
removal  of  an  ovum,  a  retained  portion  of  placenta,  or  a 
shred  of  membrane,  from  the  uterus.  The  blades,  instead 
of  having  the  usual  scissor-like  action,  are  connected  by  a 
weak  spring,  like  sugar-tongs.  By  this  arrangement, 
great  delicacy  of  touch  is  obtained.  A  moi'e  important 
improvement  is  the  addition  of  a  separate  blade,  which, 
when  applied  to  its  fellow,  gives  a  grip  along  its  whole 
length,  as  in  craniotomy-forceps.  This  modification 
renders  it  possible  for  the  instrument  to  be  passed 
through  an  extremely  small  opening,  and  makes  its  grasp 
on  a  shred  of  membrane  very  secure.  The  blades,  being 
separable,  can  be  used  alone  or  with  a  finger.  Dr.  Hick- 
inbotham  also  showed  a  new  intra-uterine  stem,  which 
instead  of  the  usual  disc  at  its  base,  has  a  continuation  of 
the  stem  which  springs  apart  on  being  inserted,  and  is 
thus  much  easier  to  introduce  than  any  of  those  in  general 
use.  He  showed  also  a  short  Fergusson's  speculum  with  a 
piece  of  one  side  cut  out  so  that  the  os  might  be  touched 
with  the  finger. 

Dr.  AvELiNG  agreed  with  Dr.  Hickinbotham  that  the  finger 
was  far  better  than  any  form  of  forceps  for  removing  an  ovum. 
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If  any  forceps  was  used,  Dr.  Easch's  was  perhaps  the  best,  as 
the  finger  formed  one  blade  of  the  instrument.  Dr.  Aveling 
remarked  that  the  plan  of  having  the  side  of  a  speculum  fenes- 
trated to  permit  visual  and  digital  examination  was  not  new. 
It  had  been  adopted  by  Churchill  and  others. 


Dr.  Galabin  showed  the  ovary  of  a  healthy  woman,  £et. 
25,  who  was  murdered  by  a  stab  which  divided  the  femoral 
artery,  with  microscopical  sections  of  the  mucous  mem- 
brane of  the  uterus.  At  the  autopsy  this  mucous  mem- 
brane was  seen  to  be  soft  and  gelatinous  looking*,  and 
about  the  sixth  of  an  inch  in  thickness.  It  had  also 
various  spots  of  hfemorrhage  in  its  substance,  but  no 
blood  on  its  surface.  It  was  evident  from  this  and  from 
the  microscopic  appearance  that  menstruation  was  just 
impending,  though  no  history  could  be  obtained  of  the 
date  of  the  last  period.  In  the  deeper  half  of  the  mucous 
membrane  the  glands  were  much  dilated,  so  that  the 
section  had  a  cribriform  appearance  to  the  naked  eye,  and 
disruption  easily  took  place  at  this  level.  The  condition 
resembled,  on  a  small  scale,  the  expansion  of  gland  cavities 
which  takes  place  in  pregnancy,  and  is  described  as  form- 
ing the  surface  of  disruption  for  the  puerperal  decidua. 
Some  of  the  cylindrical  epithelium  had  fallen  off  from  the 
surface  and  from  the  dilated  glands  in  consequence  of 
post  mortem  maceration,  the  autopsy  not  having  been 
made  until  thirty-six  hours  after  death,  but  enough  re- 
mained on  the  surface  to  show  that  no  menstrual  desqua- 
mation had  commenced.  The  mucous  membrane  had  a 
sharp  border  of  demarcation  from  the  muscular  wall,  and 
its  upper  half  was  more  dense  and  fibrous  than  the  deeper 
portions.  The  right  ovary  contained  a  follicle  f  inch  in 
diameter,  nearly  filled  by  a  clot  of  blood  which  was  parti- 
ally decolorised,  but  there  was  no  apparent  commencement 
of  cell  growth  from  the  walls  of  the  follicle  to  form  a 
corpus  luteum.  As  far  as  could  be  judged  from  the 
appearance  of  the  clot,  the  follicle  must  have  been  rup- 
tured as  much  as  three  or  four  days. 
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Dr.  Priestley  showed  bones  from  an  extra-uterine 
foetation,  which  had  undergone  spontaneous  cure.  Ho 
said — 

"  On  May  25th,  1860, 1  was  asked  to  see  a  patient  with 
Dr.  Maurice  Davis,  who  has  kindly  furnished  me  with 
short  notes  of  the  case. 

"  On  the  16th  of  April,  soon  after  she  had  been  some- 
what exhausted  by  sick  nursing,  and  had  gone  a  week 
over  a  menstrual  period,  the  catamenia  commenced.  A 
day  or  two  afterwards  at  the  sea  side,  where  she  had 
gone  for  the  benefit  of  her  health,  she  was  seized  with 
severe  pains  "  as  if  in  labour.-"  These  pains  continued 
more  or  less  for  a  fortnight,  and  were  accompanied  with 
scanty  blood  discharge,  and  followed  by  frequent  attacks 
of  vomiting  with  faintness. 

On  the  10th  of  June  a  slight  swelling  was  perceptible 
in  the  right  iliac  region,  where  a  fixed  pain  was  com- 
plained of,  but  later  in  the  month  a  much  larger  swelling 
became  perceptible  in  the  left  iliac  region,  and  this  was 
found  on  examination  to  fill  a  large  portion  of  the  pelvis  ; 
the  OS  uteri  being  tilted  forwards  towards  the  pubes.  At 
this  time,  the  patient  having  regained  somewhat  her  ordi- 
nary health,  some  of  the  usual  symptoms  of  pregnancy 
appeared.  There  was  regular  morning  sickness ;  swell- 
ing of  the  breasts,  with  darkened  areolas  round  the  nipples, 
and  moisture  to  be  squeezed  out  of  them.  There  was 
frequent  and  prolonged,  but  scanty  escape  of  blood  from 
the  vagina,  like  a  catamenial  flow  until  August  22nd, 
when  all  coloured  discharge  ceased. 

"  On  the  22nd  of  August  there  was  a  smooth  semi- 
elastic  painless  tumour,  loosely  filling  the  pelvis,  and  as- 
cending above  its  brim.  The  cervix  was  pressed  forward 
aarainst  the  brim  as  in  retroflexion  :  the  os  was  somewhat 
patent,  the  anterior  lip  thick  and  distinct,  the  posterior 
lip  was  lost  in  the  volume  of  the  tumour.  It  was  indeed 
difficult  to  determine  at  this  stage,  whether  the  case  was 
one  of  retroflexion  combined  with  lateral  displacement  of 
the    gravid   uterus,    or    one    of    extra    uterine    foetatiou. 
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There  was  a  smaller  tumour  in  the  right  iliac  region,  and 
a  distinct  bruit  de  souffle  was  audible  above  the  pubes. 

"  On  the  13th  of  September,  the  tumour  on  the  right  side 
had  so  increased  as  to  reach  the  height  of  the  umbilicus. 
The  bruit  was  still  heard  with  the  stethoscope.  The  whole 
posterior  part  of  the  true  pelvis  was  occupied  by  a  swell- 
ing, in  which  it  was  imagined  the  overlapping  bones  of  a 
foetal  head  could  be  felt.  Looking  back  at  this  time  to 
the  probable  date  of  pregnancy,  it  was  determined  that  it 
could  not  well  date  back  farther  than  the  25th  of  March. 

''  On  October  14th  the  patient  had  several  distinct  rigors, 
followed  by  fever,  and  pains  intermitting  like  labour  pains. 
There  was  much  constitutional  disturbance,  pain  in  the 
back,  heartburn  and  flatus,  and  sleep  and  ease  were  only 
procured  by  morphia. 

"  Dr.  Arthur  Farre,  Dr.  Oldham,  and  myself,  then  saw 
the  patient  with  Dr.  Davis  in  consultation,  and  the  balance 
of  opinion  was  in  favour  of  the  case  being  one  of 
extra  uterine  foetation.  The  growth  had  progressed  as  in 
pregnancy.  There  was  a  large  hard  mass  to  the  right  of 
the  abdomen,  a  distinct  elastic  or  cystic  formation  to  the 
left,  and  much  tenderness  to  pressui'e.  No  foetal  limbs 
could  be  felt,  and  no  foetal  heart  could  be  distinguished 
clearly,  because  of  the  rapidity  of  the  maternal  pulse 
which  varied  from  100  to  120.  The  pelvis  was  filled  with 
a  solid  portion  of  tumour,  and  the  semblance  of  cranial 
bones  in  the  concavity  of  the  sacrum  was  even  more 
marked. 

"  The  patient  was  evidently  very  ill,  but  the  symptoms 
were  not  considered  sufficiently  grave  for  operative  inter- 
ference, and  it  was  recommended,  that  the  patient  should 
be  carefully  watched,  and  the  symptoms  prescribed  for  as 
they  arose. 

"  On  the  12th  of  November  after  the  evacuation  of  hard- 
ened scybala3  from  the  bowels,  the  febrile  symptoms 
declined,  the  pulse  fell,  and  the  abdomen  became  less 
tender.  From  this  date  forwards,  the  patient  gradually 
regained  strength  and  spirits,  the  bruit  could  no  longer 
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be  heard  by  the  stethoscope,  and  the  abdominal  swelling 
gradually  lessened  in  size. 

"  On  the  7th  of  December  the  catamenia  returned,  and 
on  the  27th  of  February,  the  notes  state  that  the  cata- 
menia recur  normally,  and  the  tumour  is  confined  to  the 
left  side  and  is  continuously  shrinking,  the  patient  grad- 
ually returning  to  her  usual  habits  of  life. 

"  In  February  of  the  last  year,  1878,  nearly  twelve  years 
having  elapsed,  this  same  patient  appeared  at  my  house 
complaining  of  pelvic  discomfort,  with  offensive  purulent 
discharge  from  the  vagina  ;  on  examination,  I  found  a 
hole  in  the  vaginal  wall,  just  behind  the  cervix  uteri,  with 
a  piece  of  loose  bone  projecting.  This  proved  to  be  a 
foetal  bone  and  was  removed  under  an  anaesthetic  adminis- 
tered by  Mr.  Clover.  The  same  operation  was  repeated 
from  time  to  time,  as  successive  portions  of  bone  pre- 
sented themselves  at  the  aperture,  until  all  those  shown  to 
the  society  were  secured.  They  form  the  chief  portions 
of  a  foetal  skeleton,  the  last  operation  was  in  July,  and 
since  then  there  has  been  no  symptom  of  discomfort,  the 
patient  having  quite  regained  her  usual  health.  I  cannot 
but  think  that  the  case  is  instructive,  as  indicating  that 
such  instances  may  best  be  left  to  pursue  their  ordinary 
course  without  operation  unless  syinptoms  arise  threaten- 
ing immediate  danger  to  life,  as  in  Mr.  Jessop^s  case, 
published  in  the  *■  Transactions.^  At  any  rate  it  proves 
that  it  may  be  well  to  wait  and  see  what  nature  will  effect 
before  subjecting  the  patient  to  a  hazardous  operation.'^ 

The  Presidext  asked  if  Dr.  Priestley  thought  the  case  one  of 
tubal  gestation  which  had  ruptured  at  an  early  period  and 
became  developed  in  the  abdomen. 

Dr.  Bar>'es  observed  that  Douglas's  pouch  was  the  ordinary 
seat  of  extra-uterine  gestations  ;  and  that  as  a  rule  it  was  good 
and  safe  practice  to  puncture  tumours  behind  the  uterus  in  this 
place,  with  a  view  to  treatment  as  well  as  to  diagnosis.  He  did 
not  think  a  rule  to  abstain  from  opening  such  a  cyst  could  be 
drawn  from  the  history  of  this  one  case.  The  patient  had 
incurred  considerable  risk  from  the  course  adopted.  •• 

Dr.  Bantock  thought  a  question  of  such  importance  was  not 
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to  be  settled  by  a  single  case,  however  striking.  The  conditions 
were  so  various  that  it  was  impossible  to  lay  down  a  general  rule, 
and  each  case  must  be  treated  according  to  the  circumstances. 
He  had  no  doubt  the  proper  course  was  piu'sued  in  the  case 
recorded.  It  was  well  known  that  this  was  one  of  the  natural 
modes  of  termination,  but  for  every  case  that  had  terminated  in 
this  way  several  could  be  found  with  a  different  result.  He 
had  no  doubt  that,  could  we  ascertain  the  exact  state  of  things 
at  an  early  stage,  that  operation  would  be  found  the  most  satis- 
factory mode  of  treatment.  He  hoped  a  subject  of  such  import- 
ance would  ere  long  be  the  subject  of  an  exhaustive  debate. 

Dr.  EoGEES  desired  to  ask  the  author  of  this  very  interesting 
case  why  it  was  there  were  so  many  operations  and  such  delay 
in  removing  the  foetal  bones  sent  round,  as  the  chloroform  which 
was  given  so  often  in  this  case  ought  to  have  enabled  the  author 
to  remove  the  whole  of  the  contents  at  one  or  two  sittings, 
within  the  last  four  or  five  years.  Dr.  Eogers  had  had  three 
cases  of  this  kind  ;  in  one  of  these  he  had  been  able  to  remove  at 
one  sitting  a  far  larger  amount  of  bones  and  of  larger  size  than 
were  shown  by  Dr.  Priestley.  In  this  case  the  sac  opened  of  itself 
into  rectum,  one  of  the  others  burst  also  into  rectum,  and  all  the 
bones  came  away  in  a  day  or  two  without  instrumental  aid  ;  the 
third  was  tapped  per  vaginam,  and  bones  which  were  also  very 
small  came  away  -R-ithout  other  interference.  Of  course  much 
of  the  difficulty  of  extraction  depended  on  size  of  opening  and  of 
the  foetal  bones.  Dr.  Rogers  thinks  that  no  hard-and-fast  law 
should  be  laid  down  with  regard  to  treatment  in  such  cases,  as, 
should  urgent  symptoms  arise.  Dr.  Eogers  would  not  hesitate  to 
open  the  sac,  as  he  had  done  in  several  cases,  not  only  without 
any  bad  result,  but  he  begged  to  say  with  great  relief  to  the 
sufferings  of  the  patient,  if  not  even  the  prevention  of  the  burst- 
ing of  the  sac  into  the  peritoneal  cavity  with  fatal  result,  which 
is  a  possible  danger  not  to  be  ignored. 

Dr.  Priestlet,  in  reply  to  questions,  said  he  believed  it  was 
sound  practice  not  to  interfere  in  cases  of  extra-uterine  foetation 
during  the  progress  of  acute  symptoms,  unless  there  was  immi- 
nent peril  to  the  life  of  the  mother  ;  and  although  in  his  case  the 
patient  had  twice  had  short  attacks  of  illness,  yet  at  no  time  was 
there  any  urgent  need  for  surgical  operation.  He  thought  he 
might  go  further  and  say  it  would  eventually  be  acknowledged 
that  in  most  cases  where  the  diagnosis  of  extra-uterine  foetation 
had  been  made  out,  it  was  best  to  treat  the  symptoms  by  the 
expectant  method,  meeting  each  one  as  it  arose,  and  parrying 
the  dangers  as  they  presented  themselves  ;  leaving  the  case 
otherwise  to  the  natural  process  of  cure.  The  process  of  cure 
consisted  in  the  death  of  the  foetus,  its  gradual  conversion  into 
adipocere,  and  the  subsequent  extraction  of  the  bones.  This 
would  not  preclude  operative  interference  in  the  less  frequent 
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instances,  where  the  mother's  life  was  in  immediate  danger,  and 
he  would  not  hesitate  in  a  case  of  instant  and  grave  peril  to  have 
recourse  to  a  severe  remedy.  The  history  of  the  case  brought 
before  the  Society,  as  well  as  many  others  of  a  like  kind,  showed 
that  spontaneous  recovery  is  one  of  the  incidents  in  the  natural 
history  of  these  abnormal  conditions,  and  a  medical  man  in 
charge  of  a  case  of  extra-uterine  foetation,  need  not  necessarily 
conclude  that  he  is  bound  to  operate  for  the  safety  of  his  patient ; 
indeed,  if  symptoms  of  danger  are  absent,  he  may  do  well  to 
avoid  such  interference. 


Dr.  Baknes  exhibited  a  tumour  which  had  been  pro- 
truded from  the  rectum  during  labour.  The  subject,  a 
lady  who  had  had  ten  children,  suffered  from  what  was  then 
taken  to  be  prolapsus  of  the  rectum  during  her  ninth  labour 
three  years  before.  The  mass  had  been  returned  under 
this  belief.  At  her  recent  labour,  coming  under  the  care 
of  Dr.  MacCormac  of  Sydenham,  the  tumour  came  down 
again,  and  he  was  expected  to  return  it ;  but  as  it 
appeared  to  him  not  to  be  the  rectum,  and  the  mass  was 
large,  threatening  strangulation,  he  sent  for  Dr.  Barnes. 
The  tumour  proved  to  be  a  dense  growth  from  the  margin 
of  the  anus,  the  rest  of  the  circumference  of  the  anus 
being  occupied  by  piles  more  or  less  indurated.  At  one 
point  it  was  greenish  as  if  about  to  sphacelate.  It  was 
removed  next  day  by  the  galvano-cautery  wire  ;  it  had  a 
broad  base,  and  Dr.  Barnes  looked  upon  it  as  an  outgrowth 
from  a  haemorrhoidal  tumour.  Dr.  Goodhart  examined  it 
minutely  and  reported  : — "  The  greatest  part  of  the  mass 
is  composed  of  loose  fibro-cellular  tissue  covered  in  by  a 
tough  and  altered  mucous  membrane.  But  the  deeper 
part  of  it — that  part  by  which  it  was  attached  and  others 
also — is  cavernous  in  structure  ;  indeed,  is  little  else  than 
ei'ectile  tissue,  so  much  of  it  is  composed  of  dilated  veins. 
The  fibrous  part  runs  into  the  erectile  part  in  such  a  man- 
ner as  to  induce  me  to  think  that  the  tumour  has  originated 
in  some  chronic  overgrowths  of  connective  tissues  round  a 
pile."  Where  attached  to  the  anus,  the  tumour  was  the 
size  of  an  ordinary  orange. 
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Dr.  Potter  showed  his  pocket  case^  containing  the 
apparatus  for  injecting  the  uterus  in  cases  of  post-partum 
h^mon'hage.  Its  novelty  consists  in  its  portable  form  ; 
it  contains  a  long  vulcanite  tube  (ten  inches)  divided  into 
three  pieces ;  a  Higginson^s  syringe  and  a  bottle  contain- 
ing one  ounce  of  dry  per  chloride  of  iron^  the  case 
measuring  5  x  4  x  IJ  inches.  The  perchloride  is  put 
into  a  deep  basin  with  two  tumblers^  full  of  water  (sixteen 
ounces),  the  pieces  of  tube  screwed  together  and  attached 
to  the  syringe,  the  instrument  is  now  ready  for  use. 
It  can  also  be  used  for  injections  of  simple  hot  water, 
and  by  combining  two  of  the  pieces  of  tube  it  forms  an 
admirable  vaginal  syringe. 

Made  under  the  superintendence  of  Mr.  Banks,  of  the 
firm  of  Maw,  Son,  and  Thompson. 

The  President  then  delivered  his  Inaugural  Address. 

INAUGUEAL  ADDRESS. 

Gentlemen, — My  first  and  most  pleasing  duty  is  to  offer 
to  the  Fellows  of  the  Society  my  respectful  and  heartfelt 
thanks  for  the  distinguished  honour  they  have  done  me  in 
electing  me  their  President.  Ever  since  I  commenced 
practice  in  London  this  Society  and  its  work  has  been  one 
of  my  chief  centres  of  professional  interest,  and  I  am  proud 
to  confess  that  it  has  always  been  to  me  a  matter  of  anxious 
hope  that  at  some  distant  time  I  might  be  privileged  to  hold 
the  position  which,  through  your  favour,  I  assume  to-night, 
far  sooner  than  I  had  ever  ventured  to  anticipate.  I  trust 
you  will  believe  that  I  am  correspondingly  grateful,  and 
that  I  will  endeavour,  to  the  utmost  of  my  ability,  to  justify 
the  confidence  with  which  you  have  honoured  me.  And, 
indeed,  I  may  truly  say,  for  the  encouragement  of  our 
younger  Fellows,  that  I  know  of  no  class  of  work  which 
more  surely  carries  with  it  its  own  reward,  in  the  highest 
sense  of  that  word,  than  that  in  which  such  a  Society  as  ours 
is  engaged.      In  our  hospitals  and  private  practice  we  gain, 
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it  is  true,  mucli  experience,  but  the  contact  with  the  ex- 
perience of  others,  and  the  very  criticism,  sharp  and 
unpleasant  thaugh  it  may  sometimes  be,  which  our  most 
cherished  views  are  apt  to  meet  when  brought  under  the 
notice  of  our  fellow-labourers,  is  of  inestimable  value  in 
preventing  us  from  becoming  over-dogmatic  and  one-sided, 
and  in  forcing  on  us  that  breadth  of  view  which  is  so  essen- 
tial for  a  truly  scientific  practice  of  our  profession. 

It  has  been  well  remarked  by  one  of  our  most  talented 
essayists  that,  "  whatever  our  calling,  we  can  never  rise  in 
it  unless  we  exalt  to  an  exaggerated  degree  the  elevation  of 
the  calling  itself  j^'  and  he  quotes,  in  illustration  of  this, 
Hazlitt's  well-known  saying,  that  "  the  city  'prentice  who 
did  not  think  the  lord  mayor  in  his  gilded  coach  the  greatest 
of  human  beings  would  come  to  be  hanged.''  If  I  might 
paraphase  that  dictum  and  apply  it  to  ourselves,  I  might 
say  that  the  obstetrician  who  did  not  consider  his  own  de- 
partment of  practice  to  be  the  most  important  of  all  branches 
of  medical  science  was  unworthy  of  the  office  which,  through 
your  suffi'ageSj  I  occupy  to-night.  '\Vhatever,  gentlemen, 
may  be  my  failings  and  shortcomings  in  other  respects, 
that,  at  least,  is  not  one  of  them  ;  for  I  have  always  felt, 
and  striven  to  maintain  to  the  utmost  of  my  power,  that, 
whether  as  a  subject  of  scientific  study,  full  of  interest, 
possessing  much  ground  yet  uutilled,  and  offering  a  rich 
harvest  of  results  to  the  zealous  cultivator,  or  as  a  branch 
of  practice  which  includes  much  of  the  daily  work  of  the 
practitioner,  and  involves  the  deepest  and  most  anxious 
responsibilities  which  he  has  to  deal  with,  there  is  no 
department  of  medicine  of  greater  importance  than  that 
which  it  is  the  special  province  of  this  Society  to  foster 
and  to  advance.  Unfortunately,  as  we  all  know,  this  view  of 
the  importance  of  obstetrics  is  not  universally  entertained, 
and  there  is  still  much  prejudice  and  much  misunderstand- 
ing amongst  those  who  have  the  chief  voice  in  the  manage- 
ment of  our  ancient  medical  corporations,  and,  on  that 
account,  much  influence  upon  medical  legislation,  as  to  the 
proper  scope  and  position  of  this  branch  of  medicine.      In 
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saying  tliis^  I  attach  no  special  blame.  We  all  know  Low 
difficult  it  is  to  sliake  off  old  views  and  prejudices^  liow 
strong  the  cousei'vative  instinct  is  in  all  of  us,  and  how 
much  any  given  way  of  looking  at  a  subject  is  a  matter  of 
education.  I  am  therefore  far  from  thinking  that  the 
non- recognition  of  the  claims  of  obstetric  medicine  is  at 
all  sui'prising.  On  the  contrary,  in  a  department  of 
practice  the  large  development  of  which  is  of  such  recent 
date,  it  is,  I  believe,  only  what  might  have  been  expected, 
and  might,  I  doubt  not,  be  paralleled  in  a  hundred  other 
instances.  At  the  same  time  there  is  all  the  more  reason 
why  those  who  know  better  should  use  their  utmost 
endeavours  to  bring  about  a  more  satisfactory  state  of 
things,  and  ^  in  this,  what  may  be  called  its  political 
aspect,  I  cannot  but  think  that  a  Society  such  as  ours  will 
find  a  most  important  sphere  of  work.  The  promised 
medical  legislation,  which  is  likely  soon  to  occupy  Parlia- 
ment, will,  no  doubt,  afford  us  abundant  opportunity  of 
expressing  our  views  on  such  subjects  as  the  licensing  of 
midwives  and  the  like,  to  which  the  attention  of  the 
Council  has  already  been  seriously  directed.  It  is  not, 
however,  my  intention  to  occupy  your  time  by  a  considera- 
tion of  all  that  might  be  done  in  this  direction.  There  are, 
however,  two  points  in  particular  on  which  I  think  it  is 
our  bounden  duty  to  bring  the  weight  of  our  opinion  as 
strongly  as  possible  before  the  profession,  and  on  these  I 
must  beg  your  permission  to  make  one  or  two  brief  obser- 
vations. 

One  of  these  is  the  very  unsatisfactory  constitution  of 
the  Medical  Council  as  regards  obstetric  medicine.  It 
seems  to  me  to  be  nothing  less  than  absurd  that  in  what 
is  supposed  to  be  a  representative  assembly,  there  should 
not  be  a  single  individual  who  practises  that  department 
in  which  nineteen  out  of  twenty  members  of  the  profession 
are  so  largely  interested.  Is  it  surprising  that  whenever 
obstetric  questions  come  before  the  Council  they  are  dealt 
with  in  a  manner  which  is  so  thoroughly  unsatisfactory  ? 
Nor  is  there  the  slightest  reason  why  this  anomaly  should 
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exist.  The  names  of  several  of  our  fellows  will  at  ouce 
suggest  themselves  to  you,  who,  from  their  position  and 
talents,  are  in  every  way  admirably  qualified  for  a  seat  in 
the  Council,  and  whose  opinion  would  necessarily  carry 
with  it  much  weight. 

The  other  point  is  the  present  state  of  the  curriculum 
in  the  medical  schools  as  regards  obstetrics.  This  has  been 
recently  forcibly  dwelt  on  by  one  of  our  vice-presidents. 
Dr.  Edis,  in  his  introductory  address  at  the  Middlesex 
Hospital  School  of  Medicine,  which  is  worthy  of  your 
study.  The  subject  is  not,  however,  a  new  one.  All,  or 
nearly  all,  the  teachers  of  midwifery  in  London  have  ali*eady 
collectively  expressed  their  opinion  upon  it,  and  to  them, 
if  they  are  desirous  of  doing  their  duty  honestly,  the 
question  is  one  of  vital  moment.  I  confess  that  it  is  with 
a  feeling  of  something  akin  to  shame  that  I  reflect  that  I 
am  supposed  to  teach  a  class  of  young  men  the  entire 
subject  of  Midwifery  and  the  Diseases  of  Women  and 
Children  in  a  short  summer  course  of  something  under 
forty  lectures.  The  thing  is  a  manifest  and  ridiculous 
absurdity.  Hence  we  have,  of  necessity,  to  omit,  year  by 
year,  at  least  half  of  midwifery  proper,  while  as  to  the 
diseases  of  women  and  children  it  is  simply  impossible 
even  to  allude  to  them.  The  result  is  that  students  leave  our 
schools  more  ignorant  of  obstetrics  than  of  any  other  sub- 
ject, acquiring  by  a  superficial  cram  only  suflScient  know- 
ledge to  satisfy  the  limited  requirements  of  most  of  our 
examining  boards  ;  and,  if  they  are  satisfied,  as  so  many 
are,  with  the  diploma  of  the  Eoyal  College  of  Surgeons 
only,  even  that  limited  acquaintance  with  midwifery  is 
unnecessary.  I  suppose  I  am  not  guilty  of  any  serious 
breach  of  confidence  if  I  state  that  at  a  recent  meeting  of 
the  Fellows  of  the  College  of  Physicians,  one  of  the  exa- 
miners of  the  College,  himself  a  respected  ex-president  of 
this  Society,  drew  attention  to  the  ignorance  displayed  by 
the  candidates  for  the  College  licence  as  to  the  application 
of  instruments,  and  proposed  that  the  College  should,  by 
a  circular,  direct  the  attention  of  the  teachers  at  the  vari- 
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ous   schools    to  this  point.      I  would  venture  to   suggest 
that  he  was  here  putting  the   saddle  on  the   wrong  horse. 
It  is  not  the  teachers  who  are  to   blame  for  not  effecting 
impossibilities^  but  the  system,  for  which   the  College  of 
Physicians  is  itself  partly  responsible.      It  is  especially  to 
be  deplored  that  in  the  metropolis,  where  we  should  natu- 
rally expect  a  high  example  to  be  set,  the  medical  corpo- 
rations are  the  worst  offenders  in  this  respect ;    for  while 
the  Royal  Colleges   of  Physicians  and  Surgeons,  and  even 
the  University  of  London,  are  satisfied  with  a  certificate  of 
attendance  on  a  single  three  months^  course  of  lectures  on 
midwifery,  the  Universities  in  Scotland  insist  on  a  course 
of  not  less  than  100  lectures,  while  the  Calcutta  Medical 
College,  an  institution  in  every  way  admirable,  with  which 
I    had    myself    the   honour  of  being  formerly  connected, 
requires  two  courses  of  seventy  lectures  each.      In  the  face 
of  such  facts,  well  may  the  late  Principal  of  that  College 
write  to  me,  "  I  am  proud  to  think  that  some  of  you  will 
not  rest  until  you  have  seen  this  great  evil  set  right.      To 
what  a  hideous  extent  is  the  practice  of  midwifery  carried 
on   in    England   by   utterly   unqualified    men,    whom    the 
unhappy  women  and  their  friends  believe  to  be  qualified, 
and  the  system  in  our  hospitals  sadly  favours  this.''^      You, 
gentlemen,  who   have   acquitted  the   knowledge  you  ought 
to  have  gained  at  your  schools  by  much  subsequent  study 
and  painful  experience  could,  I  doubt  not,  tell  many  a  sad 
story  of  health  blighted  and  homes  rendered  desolate  by 
this  lamentable  ignorance  of  a   large  and  important  part 
of  practice.     So  long  as  legislation  is  conducted,  and  exa- 
minations regulated,  by  those  who  are  themselves  entirely 
ignorant  of  obstetrics,  reform  is  next  to  hopeless.      I  think, 
however,  that  you  will  agree  with  me  that  it  is  the  duty  of 
a  Society  such  as  this  to  agitate  the  question,  and  not  to 
rest  satisfied  until  obstetrics  are  placed  on  an  equality  with 
the  cognate  subjects  of  medicine  and  surgery,  with  which, 
whatever  may  be  said  to  the   contraiy,  the  common  sense 
of  the  profession  has  long  placed  them,  both  as  regards 
teaching  at  our  schools  and  proper  testing  at  our  examina- 
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tions.  Nor  has  the  Council  of  this  Society,  with  whom 
the  initiative  in  such  matters  rests,  ever  been  backward  in 
its  duty  on  these  points  in  the  past,  and  it  may  be  trusted 
to  be  no  less  mindful  of  the  interest  of  our  subject  in  the 
future,  whenever  a  fitting  opportunity  presents  itself. 

Questions  such  as  these,  however,  important  though  they 
bo,  have  little  to  do  with  the  practical  work  of  our  Society. 
It  may  not,  perhaps,  have  struck  many  of  you  that  we  are 
this  year  entering  on  a  very  interesting  epoch  of  our  exist- 
ence. Founded  in  the  year  1858,  we  are  commencing  our 
twenty-first  year,  and  are  coming  of  age.  Many  of  our 
original  Fellows  are  happily  still  amongst  us,  some  of  them 
are,  doubtless,  here  to-night,  and  I  am  sure  that  they  may 
look  with  pride  and  complacency  on  the  healthy  and 
vigorous  manhood  of  their  child.  Beyond  any  doubt  the 
Obstetrical  Society  of  London  has  far  more  than  fulfilled 
the  hopes  and  anticipations  of  its  founders.  The  steady 
annual  increase  in  the  number  of  our  Fellows  is,  of  itself, 
as  good  a  practical  proof  of  its  thoroughly  satisfactory 
condition  as  could  be  desired;  but  much  more  important 
than  this  is  the  real  honest  work  that  it  has  done,  the 
numerous  valuable  contributions  to  obstetric  medicine  con- 
tained it  its  '  Transactions,'  and  the  high  opinions  enter- 
tained of  it  by  the  profession  in  all  parts  of  the  world. 
When  newly  born  there  were  some  who  looked  with  a  little 
suspicion  on  the  bantling,  and  held  aloof  from  it.  The 
Society  always  felt  a  lively  regret  that  amongst  these  were 
two  of  the  most  eminent  obstetricians  in  the  metropolis, 
men  whose  support  a  society  with  our  aims  could  ill  afford 
to  do  without,  and  whose  co-operation  it  would  have  given 
much  to  gain.  If  any  further  proof  were  required  of  the 
way  in  which  our  youth  has  been  passed,  it  would  be  found 
in  the  fact  that  one  of  these  now  holds  the  office  of  our 
honorary  President,  the  other  has  just  vacated  this  chair, 
which  he  has  filled  for  two  years  with  an  unfailing  cour- 
tesy and  an  unwearied  effort  to  promote  the  interest  of 
our  Society,  which  have  never  been  surpassed  by  any  of  his 
predecessors,  and  which  need  no  comment  from  me,  although 
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tliey  may  well  fill  me  with  apprehension  tliat^  judged  by  so 
high  a  standard^  you  may  deem  in  the  future  that  I  have 
failed  in  properly  fulfilling  the  duties  with  which  you  have 
entrusted  me. 

If  we  are  asked  to  what  the  exceptional  success  of  the 
Society  has  been  due^  I  think  the  proper  answer  would  be 
that  it  was  not  to  any  special  energy  or  talent  on  the  part 
of  its  founders  and  Fellows^  but  to  the  fact  that  it  deals  with 
subjects  of  deep  practical  intei'est  to  a  large  majority  of 
the  profession^  the  discussion  of  which  was  nowhere  else 
adequately  attempted,  and  that  it  thus  supplied  an  obvious 
want.  Even  this,  however,  would  not  have  been  a  suffi- 
cient explanation,  were  it  not  that  the  subjects  it  more 
particularly  is  occupied  with  had  made  such  astonishing 
progress  within  a  comparatively  short  space  of  time.  It 
is,  of  course,  impossible  for  me  to  occupy  your  time  with 
any  attempt  to  prove  this  assertion  by  a  review  of  the  state 
of  obstetric  science  as  it  is  now  and  as  it  was  at  the  time 
the  Society  was  founded.  It  would  not,  however,  be 
difficult  to  show  you  that  even  with  regard  to  midwifery 
proper  there  are  few  departments  of  practice  in  which  more 
work  has  been  done  in  a  short  period ;  while  as  to  gyneco- 
logy, we  may  surely  say  that,  as  a  scientific  study,  it  is  an 
entirely  new  creation.  Take,  for  example,  the  standard 
works  on  Diseases  of  Women,  some  of  forty  or  fifty  years 
ago,  such  as  those  of  Sir  Charles  Mansfield  Clarke  and 
Gooch,  and  although  they  contain,  especially  the  latter, 
much  accurate  observation  and  graphic  description,  yet  you 
will  not  find  in  them  even  the  most  distant  allusion  to  nine 
tenths  of  the  work  with  which  the  modern  gynecologist  is 
so  familiar.  The  reason  of  this  rapid  progress  is  obvious. 
Until  careful  local  examination,  both  digital  and  instru- 
mental, was  commonly  practised  in  diseased  conditions  of 
the  uterus,  any  knowledge  of  its  morbid  states  was  merely 
conjectui'al.  The  gynecologist,  before  this  was  common, 
was  in  the  position  of  the  general  physician  with  regard  to 
diseases  of  the  heart  and  lungs  before  the  discovery  of 
auscultation,    of   the    oculist    who    knew    nothing   of    the 
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ophthalmoscope,  or  of  him  who  treats  diseases  of  the  larynx 
without  the  laryngoscope.  Now  we  may  truly  say  that 
there  is  no  organ  of  the  body  the  condition  of  which  can 
be  more  accurately  ascertained  than  that  of  the  uterus. 
And  it  would  be  difficult  to  apeak  of  this  subject  without 
recognising  the  extraordinary  impetus  it  derived  from  the 
zeal  of  its  earlier  cultivators,  especially  from  that  of  my 
old  master,  Sir  James  Simpson,  whose  contagious  enthu- 
siasm and  energy,  misdirected  although  we  may  admit  them 
sometimes  to  have  been,  yet  were  of  enormous  value  in 
promoting  the  study  of  the  diseases  peculiar  to  women. 

Like  all  comparatively  new   subjects,  however,   gyne- 
cology has  hitherto  progressed  more  by  empirical  observa- 
tions and  experimental   practice  than  by  careful  scientific 
investigation  based  on   ascertained  pathological  facts.      I 
would  venture  to  impress    this   upon   you  as  strongly  as 
possible,  because  I  am   sure  you  will  agree  with  me,  that 
if  we  are  to  remedy  our  defects,  it  is  wise  frankly  to  recog- 
nise them.      It  is  true  that  it   is  specially  difficult    for  us 
to  pursue  the  necessary  pathological  inquiries,   since  they 
are   incompatible   with    the    safe    practice    of    midwifery. 
Still    empirical   observations,  which  are  not  verified   and 
tested  in  this  way,  are  always  apt  to  lead  us  astray.      We 
can   no  more   talk   with    certainty,   for   example,    of  such 
conditions  as  endometritis,  flexions,   or  ovaritis,  without  a 
knowledge  of   the   condition  of  the  parts   affected,    than 
could  the  general  physician  of  pneumonia  fi'om  a  study  of 
crepitation  and  dulness  on  percussion  only.      It  is  from  the 
want  of  this  kind  of  knowledge,  as  it  seems  to  me,  that  we 
have  so  much  of  those  crude  theories  and  hasty  generali- 
sations, with  consequent  errors  in  practice,   on  which  our 
opponents  are  apt  to  insist  so  much.      And  it  must,  I  fear, 
be  admitted  that  there  is  some  ground  for  this  sneer.      It 
is  beyond   doubt  that  we  have   had  regrettable  cycles  of 
opinion  as  to  the  importance  of  certain  classes   of  uterine 
disease.      Some   ten   or  fifteen   years    ago,  every    anxious 
female  inquirer  asked  if  she   was  ulcerated  ;   now,  most  of 
our  patients  express  the  sentiment,  if  they  do  not  use  the 
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words,  of  the  lady  who,  the  other  day,  imploringly  said  to 
me,  "  Doctor,  for  God^s  sake,  tell  me — am  I  displaced  ?  " 
Admitting  this,  it  is  very  far  from  being  the  case,  as  so 
many  erroneously  conclude,  that  no  attention  need  be  paid 
to  such  conditions  as  the  so-called  ulceration  or  abrasion, 
or  to  flexions.  Rather  let  us  draw  fi'om  this  the  lesson  to 
study  these  lesions  more  deeply ;  let  us  ascertain  in  what 
they  really  consist — what  cases  require  treatment,  and  of 
what  kind  ;  and  we  may  be  sure  that  when  our  knowledge 
is  deeper  and  more  scientific  than  it  is  now,  divergences  of 
opinion  and  errors  of  practice  will  vanish.  If  our  work  is 
conducted  in  this  spirit,  we  need  have  no  fear  that  in  due 
course  of  time  it  will  gain  the  respect  and  adhesion  of 
those  who  now  look  upon  it  with  doubt  and  suspicion. 

It  has  been  objected  to  gynecology  that  it  is  more  liable 
to  abuse  than  many  other  departments  of  practice  ;  that 
some  of  its  followers  have  traded  upon  the  fears  and 
fancies  of  hysterical  women,  and  magnified  their  ailments 
to  their  own  advantage.  I  am  not  concerned  to  deny  that 
there  are  some  peculiarities  in  this  line  of  practice  which 
lend  themselves  to  such  deception,  if  the  practitioner  be 
dishonest  enough  to  avail  himself  of  them,  but  I  do  most 
strenuously  deny  that  this  has  ever  been  the  case  to  any 
appreciable  extent  ;  and  if  black  sheep  have  existed  or  do 
exist  among  us,  I  am  very  sure  that  the  free  and  open 
discussions  of  a  Society  such  as  this  are,  of  all  other  things, 
the  very  best  for  bringing  reprobation  on  such  conduct, 
and  preventing  others  from  following  the  evil  example. 

And  now,  gentlemen,  I  shall  not  farther  trespass  upon 
your  good  nature ;  but,  in  conclusion,  shall,  as  it  is  most 
fitting  I  should,  renew  before  you  the  obligation  contained 
in  our  rules,  which  all  of  us  have  taken  on  joining  the 
Society,  '^  I  hereby  promise  that  I  will,  to  the  utmost  of 
my  power,  promote  the  honour  and  interests  of  the  Obstet- 
rical Society  of  London.''^ 

Dr.  FiTZPATRiCK  exhibited  a  uterus  with  its  contents 
at  full  term.      He    said  he  had  been   called  on  to  make 
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a  post-mortem  examination,  in  order  to  vindicate  the 
character  of  a  midwife  who  had  been  in  attendance  on  a 
patient,  when  the  latter  became  delirious  and  died  in  a  few 
hom's.  No  blame  was  attributable  to  the  midwife,  for, 
though  labour  was  imminent,  it  had  not  actually  begun, 
and  death  was  caused  by  mischief  in  the  cranium.  Dr. 
Fitzpatrick  said  he  could  not  resist  the  opportunity  that 
presented  itself  of  removing  the  uterus,  thinking  that  the 
condition  of  the  organ  at  full  term  could  not  fail  to  interest 
some  of  the  Society^s  members.  In  opening  the  abdominal 
cavity  the  excision  had  extended  into  the  anterior  wall  of 
the  uterus,  but  it  was  immediately  sewn  up,  and  none  of 
the  contents  escaped  in  that  way.  The  incision  corre- 
sponds to  a  point  immediately  below  the  umbilicus,  and 
to  the  upper  third  of  the  left  forearm  of  the  foetus. 


ON  DIGITAL  DILATATION  OF  THE  OS  IN  LABOUR. 
By  James  Beaithwaite,  M.D.  Lond., 

XECTUEEE  ON   DISEASES   OF   WOMEN  AND   CHILDEEN   AT   LEEDS   SCHOOL   OF 

MEDICINE;    SUEGEON   TO   THE   HOSPITAL   FOE   WOMEN 

AND   CHILDEEN. 

The  first  stage  of  labour  is  often  unduly  prolonged,  the 
amount  of  dilatation  effected  being  quite  out  of  proportion 
to  the  length  of  time  consumed,  so  that  the  patient  be- 
comes wearied  and  exhausted  before  the  real  effort  is 
required.  This  may  arise  from  various  causes — causes  so 
familiar  that  it  is  unnecessary  to  dwell  upon  them.  There 
are  also  occasions  in  which  a  rapid  dilatation  of  the  os 
uteri  is  desirable  or  necessary — cases  of  severe  puerperal 
convulsions,  occurring  simultaneously  with  the  commence- 
ment of  labour,  and  requiring  as  rapid  a  completion  of 
kbour  as  possible  to  save  the  patient's  life. 

Our  means  of  assisting  dilatation  in  such  cases  are  most 
unsatisfactory.     Barnes's  dilators,  valuable  though  they  are 
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in  many  cases^  are  not  always  suitable^  and  digital  dilata- 
tion as  ordinarily  practised  is  of  but  little  use,  and  indeed  is 
not  suitable  for  tlie  period  of  labour  in  question.  Two 
years  ago  I  was  detained  a  day  and  niglit  in  a  country 
house  by  a  case  in  which  the  membranes  having  been  long 
ruptured  the  thick  and  fleshy  os  would  not  dilate,  or  did 
so  so  slowly  and  imperfectly  that  the  patient's  strength 
became  at  last  exhausted.  There  was  a  little  narrowinsr 
of  the  brim,  and  with  each  pain  the  head  descended,  covered 
to  a  great  extent  by  the  os  and  impinged  upon  the  bones. 
With  the  fingers  of  one  hand  I  tried  to  assist  dilatation, 
but  almost  in  vain.  After  the  lapse  of  some  hours  I 
delivered  her  with  the  greatest  difiiculty  by  means  of  the 
long  forceps  passed  within  the  os.  The  child  was  living 
but  died  the  same  day,  owing  to  a  bulging  inwards  of  a 
portion  of  one  parietal  bone,  the  size  and  shape  of  half  a 
small  watch  glass. 

I  blamed  myself  very  much  at  the  time  for  this  occur- 
rence, as  no  doubt  it  was  caused  by  the  forceps,  though  I 
think  not  by  the  point  of  a  blade,  as  they  had  taken  good 
hold  and  had  not  slipped.  I  made  a  small  incision  at 
the  edge  of  the  depression  and  restored  the  bone  to  its 
place  by  raising  it  with  the  small  blade  of  a  new  and 
sharp  pair  of  scissors.  The  wound  bled  very  fi'eely, 
but  the  bleeding  was  arrested  by  pressure,  though  not 
entirely,  for  a  little  oozing  occasionally  occuri'ed,  and  owing 
to  the  feeble  state  of  the  child  fi'om  prolonged  labour 
sufficed  to  turn  the  scale  against  it. 

This  occurence  was  naturally  very  painful  to  me,  for 
though  I  think  I  may  say  I  have  attended  hundreds  of 
forceps  cases  in  my  own  practice  and  in  those  of  other 
medical  men,  I  never  met  with  anything  of  the  kind 
either  before  or  since.  The  difficulty  in  this  case  was 
entirely  caused  by  the  slow  dilatation  of  the  external  os, 
and  if  I  had  possessed  any  means  of  dilating  it  I  believe 
the  child's  life  would  have  been  saved.  I  may  say  the 
mother  recovered  without  a  bad  symptom.  I  had  Barnes's 
dilators  with  me,  but  did  not  use  them,  having  previously 
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found  that  in  such  cases  they  are  inapplicable,  owing  to 
the  impossibility  of  getting  a  sufficient  portion  of  the  bag 
within  the  os.and  retaining  it  there.  The  only  other  in- 
strument likely  to  be  of  any  use  would  have  been  the 
ingenious  dilator  of  Mr.  Herbert  Morgan,  of  Lichfield. 
This  is  a  conical  india-rubber  bag,  the  shape  in  section  of 
an  equilateral  triangle.  The  flat  top  is  stiffened  by  canvas, 
though  not  so  as  to  prevent  its  being  folded  for  the  purpose 
of  introduction,  but  sufficient  on  expansion  within  the  os 
to  cause  it  to  resist  withdrawal  when  traction  is  made  upon 
the  tube  attached  to  the  opposite  angle.  The  bag  having 
been  expanded  with  air  or  water  precisely  imitates  the 
natural  mode  of  dilatation  by  the  membranes. 

I  believe  this  to  be  a  valuable  instrument,  but  like  other 
valuable  things  it  is  not  always  at  hand  when  wanted. 

The  mode  of  using  the  fingers  as  a  dilator,  which  it  is  the 
object  of  this  paper  to  explain,  and  which  was  originated 
by  reflecting  upon  the  case  related,  differs  from  any  of  the 
methods  of  digital  dilatation  in  that  both  hands  are  brought 
into  play  at  the  same  time.  Probably  my  meaning  will  be 
betterundei'stood,  and  certainly  its  value,  if  it  possess  any, 
be  more  fully  appreciated  by  a  relation  of  cases  rather  than 
by  a  formal  explanation. 

Mrs.  P — ,  primipara,  eight  and  half  months  pregnant, 
blonde,  complexion  almost  colourless,  legs  oedematous. 
She  was  suddenly  roused  from  sleep  in  the  middle  of  the 
night  by  the  loud  noise  of  a  passing  fire-engine.  She  im- 
mediately became  convulsed,  and  went  on  from  bad  to  worse, 
until  by  noon  next  day  death  was  imminent.  There  were 
at  this  time  no  intervals  of  consciousness,  and  one  con- 
vulsion followed  another  so  rapidly  that  the  face  never  lost 
the  livid  hue  produced  by  the  laryngeal  spasm.  Chloro- 
form could  not  be  given,  as  it  seemed  to  increase  the 
spasmodic  action  of  the  laryngeal  muscles,  and  its  vapour 
did  not  reach  the  lungs  in  amount  sufficient  to  cause 
cessation  of  convulsion.  Bleeding  was  not  attempted  on 
account    of  the   bloodless   appearance  of  the  patient.      I 
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found  that  the  os  was  dilating,  and  being  very  thin  and 
extensible  I  introduced  first  the  right  index  finger  within 
it,  and  then  the  palmar  surface  of  this  finger  being  towards 
the  sacrum  of  the  patient,  I  passed  the  left  index  along 
the  back  of  the  right  with  its  palmar  surface  towards  the 
pubis,  the  left  hand  passing  over  the  right  for  this  purpose. 
The  tip  of  the  left  index  was  then  insinuated  within  the 
OS,  and  the  two  fingers  laid  exactly  back  to  back.  By 
slight  separation  of  the  terminal  phalanges  I  could  now 
dilate  the  os  at  pleasure.  It  will  be  noticed  that  the 
dilating  pi'essure  thus  made  is  not  a  direct  outwards  one 
against  the  edge  of  the  os,  and  which  would  crush  and 
injure  it,  but  it  is  downwards  and  outwards,  for  the  finger 
tips  are  hooked  within  the  os,  and  the  dilatation  thus  very 
closely  resembles  the  natural  one. 

It  is,  moreover,  made  by  a  soft  substance,  and  any  bruise 
or  injury  of  the  parts  is  the  fault  of  the  operator,  for  his 
instrument  is  sensitive,  and  enables  him  to  gauge  accu- 
rately the  amount  of  dilating  force  advisable.  The  amount 
of  force  thus  at  command  is,  of  course,  much  in  excess  of 
what  is  required,  but  this  is  no  argument  against  a  mode- 
rate degree  of  pressure  in  such  cases  as  this,  conjoined 
with  extreme  care  and  gentleness.  The  only  objection 
which  I  can  see  to  this  mode  of  dilatation  and  to  similar 
ones  which  I  have  still  to  explain,  is  th'at  the  pressure  is 
not  circular  ;  but  it  is  easy,  by  a  slight  change  in  the 
position  of  the  fingers,  to  vary  the  direction  of  the  pressure, 
so  that  the  whole  circumference  of  the  part  to  be  dilated  is 
more  or  less  acted  on.  During  this  time  the  patient  was 
in  constant  and  sometimes  violent  movement ;  when  the 
movements  were  more  than  usual  the  fingers  were  with- 
drawn, but  there  was  no  time  to  lose,  as  her  death  was 
momentarily  expected.  I  was  surprised  at  the  rapidity 
and  ease  with  which  the  os  expanded.  The  dilating  pro- 
cess was  not  used  continuously  but  intermittingly,  so  as  to 
resemble  the  natural  pains.  When  the  os  became  as  large 
as  a  five-shilling  piece,  I  began  to  dilate  with  three  fingers 
instead  of  two,  the  hands  then  not  being  crossed,  but  two 
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fingers  of  the  left  hand,  having  their  palmar  surfaces 
pointing  towards  the  sacrum  of  the  patient,  and  the  index 
of  the  right,  back  to  back  with  them,  its  palmar  surface 
pointing  anteriorly.  The  os  soon  became  more  widely 
dilated,  so  the  first  two  fingers  of  each  hand  were  em- 
ployed in  the  same  relative  position  as  before.  It  may  be 
supposed  that  this  mode  of  using  the  fingers  would  be 
awkward  to  the  operator,  but  this  is  not  so  if  he  possesses 
ordinary  manipulative  skill,  and  his  fingers  are  not  unduly 
large. 

lu  this  case  the  os  was  very  rapidly  and  easily  dilated 
to  the  size  of  the  rim  of  a  large  teacup,  when  the  long 
forceps  were  applied  and  the  patient  delivered  of  a  dead 
child  of  small  size,  evidently  not  quite  at  the  full  time. 

The  whole  process,  from  commencement  of  dilatation  to 
delivery  of  the  child,  occupied  less  than  an  hour. 

After  delivery  the  convulsions  became  separated  by  more 
distinct  intervals,  and  the  administration  of  chloroform 
became  practicable,  the  respiration  being  sometimes  almost 
natural.  The  convulsions  were  kept  off  by  chloroform  for 
twelve  hours,  when  they  ceased  spontaneously.  Eecovery 
gradually  followed,  no  bad  symptoms  of  any  kind  occurring, 
and  the  patient  is  now  pregnant  for  the  second  time. 
AVith  regard  to  the  use  of  four  fingers,  i.e.  the  first  two 
of  each  hand,  I  found  the  advantage  to  be  that  the  pos- 
terior margin  of  the  os  could  be  reached  by  the  left 
digits,  whilst  the  right  at  a  rather  lower  level  were  in- 
serted within  the  anterior  edge.  Of  course  it  is  obvious 
that  such  a  process  as  this  can  only  be  defended  on  account 
of  its  being  actually  found  from  experience  to  be  not  inju- 
rious, and  I  can  most  sincerely  say  that  in  the  cases  in 
which  I  have  employed  it,  all  of  which,  as  they  are  not 
numerous,  I  shall  relate,  in  only  one  has  anything  at  all 
approaching  suspicion  of  mischief  occurred. 

Case  2  was  the  wife  of  a  dissenting  minister.  Primi- 
para.  No  cedema  of  the  legs,  and  near  the  full  term  of 
gestation.       I    called    upon    her,    as   requested    by     her 
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husband,  found  her  apparently  in  excellent  health  but 
thought  her  nervous  and  excitable.  The  same  night  she 
began  in  puerperal  convulsions ;  they  were,  however, 
separated  by  intervals  sufficient  to  allow  of  free  respira- 
tion. She  was  half  unconscious  in  the  intervals  between 
the  convulsions  and  unable  to  answer  any  question^  but 
I  soon  noticed  that  each  fit  was  synchronous  with  what 
appeared  to  be  a  labour  pain. 

Towards  noon  the  next  day  she  began  to  be  in  danger, 
and  I  then  assisted  dilatation  of  the  os  the  same  as  in  the 
last  case.  The  os  at  this  time  was  the  size  of  a  florin 
and  very  thin  and  dilatable,  and  after  it  had  reached  the 
size  of  the  rim  of  a  small  teacup  the  pains  came  on  regu- 
larly and  naturally,  so  that  I  interfered  no  further,  but 
confined  my  attention  to  giving  chloroform.  The  labour  was 
concluded  naturally  and  the  child  was  living  and  did  well. 
Chloroform  was  given  for  many  hours  after  the  labour  by 
the  husband  of  the  patient,  as  it  was  found  easy  to  stop 
each  fit  by  a  very  small  amount  of  chloroform. 

The  patient  recovered  well  and  has  been  in  excellent 
health  up  to  the  present  time.  The  advantage  gained  by 
the  digital  dilatation  was  a  shortening  of  the  labour  by 
several  hours,  and  as  after  delivery  the  convulsions  became 
much  less  severe  and  quite  controlled  by  chloroform,  I 
think  the  risk  of  the  case  was  much  diminished. 

Case  3. — Mrs.  T —  was  not  in  good  health  before  labour 
commenced  of  her  sixth  child.  She  was  very  stout  and 
accustomed  to  take  hardly  any  out-of-door  exercise.  Pains 
began  on  a  Friday,  probably  not  true  labour  pains,  for 
they  occasionally  passed  off  for  several  hours,  and  real 
labour  did  not  begin  till  the  following  Wednesday.  During 
these  five  days  but  little  food  was  taken  and  she  had 
hardly  any  sleep.  On  the  Wednesday  morning  I  found 
the  OS  the  size  of  a  shilling  ;  by  six  o^clock  it  was  only  the 
size  of  half-a-crown,  and  the  patient  was  very  weary.  I 
ruptured  the  membranes,  thinking  excess  of  liquor  amnii 
might  be  the  cause  of  the  slowness  of  the  case.      By  eleven 
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o'clock,  no  further  advance  worth  mentioning  having  been 
made,  and  the  pains  being  very  feeble,  I  dilated  a  little 
with  three  fingers,  but  found  the  resistance  was  a  ring  of 
muscular  fibre  about  an  inch  within  the  os.  This  yielded 
at  once  to  a  little  gentle  pressure  and  the  os  having  been 
a  little  dilated  nothing  further  was  done  for  half  an  hour, 
when  more  dilatation  was  effected  in  aid  of  the  pains,  which 
were  now  increasing  in  strength  and  frequency.  The  rest 
of  the  case  was  completed  naturally  and  rapidly ;  there 
were  twins,  and  of  course  this  partly  explained  the  tedious- 
ness  of  the  first  stage  of  labour.  Mother  and  children  did 
well,  but  finding  that  five  months  afterwards  she  was 
menstruating  freely,  and  had  done  so  two  or  three  times,  I 
examined  and  found  the  uterus  enlarged,  measuring  three 
and  a  quarter  inches  internally,  and  with  one  little  spot  of 
erosion.  This  has  been  successfully  treated  by  ergot  inter- 
nally. Dr.  Wynn  Williams'  solution  of  iodine  locally,  and 
a  momentary  cold  bath  every  morning,  with  quinine  three 
times  a  day.  This  is  the  only  case  in  which  any  uterine 
affection  followed  a  labour  in  which  I  had  employed  digital 
dilatation,  but  it  cannot  in  any  degree  be  traced  to  this  ; 
it  was  an   ordinary  subinvolution. 

Case  4. — Mrs.  F —  was  in  labour  of  her  sixth  child  ;  the 
waters  had  broken  early  and  the  head  of  the  child  failed 
to  dilate  the  soft  and  very  thick  os  uteri,  but  with  every 
pain  carried  it  down,  and  became  jammed  in  the  rather 
narrow  inlet  of  the  pelvis,  The  pains,  although  good,  thus 
produced  little  result,  so  I  used  the  two  fingers  of  each 
hand  to  dilate  the  og,  and  the  dilatation  effected  was  most 
satisfactory,  so  that  I  was  enabled  to  deliver  her  by  the 
long  forceps  without  much  difficulty.  Delivery  was  indeed 
effected  "  in  a  few  minutes,"  as  my  notes  made  at  the  time 
tell  me.  It  should  be  noted  that  this  case  much  resembles 
the  unfortunate  one  with  the  relation  of  which  I  com- 
menced this  paper,  but  the  ease  of  delivery  and  the  result 
were  very  different.      This  patient  has   been  in  excellent 
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health   during  the    fourteen   months   which    have    elapsed 
since  her  child  was  born. 

Case  5. — Primipara.  Os  dilated  very  slowly  in  spite  of 
the  frequency  of  the  pains^  which  were  indeed  too  rapid 
and  too  strong  for  the  early  stage  of  labour.  I  should  in 
such  a  case  have  ordinarily  given  chloroform  for  a  few 
minutes,  but  instead  tried  digital  dilatation.  1 1  a.m.,  os  was 
the  size  of  a  florin,  hard  and  unyielding,  pains  strong  and 
recurring  every  three  minutes.  Dilated  with  two  index 
fingers  very  carefully  and  gently  every  quarter  of  an  hour  ; 
continued  this  until  1.30,  using  when  necessary  three 
fingers.  After  this  I  interfered  no  further.  By  2  p.m. 
the  OS  was  fully  dilated  and  membranes  unruptured  ;  labour 
concluded  safely  at  3.  The  child  was  brought  to  my  house 
by  its  grandmother  at  the  age  of  three  months,  and  she 
reported  her  daughter  as  being  in  good  health. 

These  are  the  cases  in  which  I  have  employed  this 
method  of  dilatation ;  they  have  all  occurred  during  the 
last  two  years,  during  which  I  have,  partly  by  the  aid  of 
an  excellent  assistant,  attended  more  than  four  hundred 
cases,  so  that  it  will  be  seen  it  has  not  been  employed 
needlessly  or  simply  for  the  purpose  of  experiment. 

It  may  be  expected  that  if  this  plan  be  attempted  in 
cases  which  do  not  require  it  and  only  to  save  the  time  of 
the  accoucheur,  that  the  patient  would  complain  of  the 
interference,  but  in  cases  where  the  patient  is  herself 
conscious  of  needing  some  assistance  from  the  length  of 
the  case  or  from  a  feeling  of  exhaustion,  any  assistance 
will  be  welcome.  Of  course  the  utmost  gentleness  and  care 
are  necessary,  and  a  good  deal  of  the  manipulative  dex- 
terity so  necessary  in  our  branch  of  the  profession,  but  with 
these,  and  by  choosing  only  those  cases  really  requiring  aid 
of  this  kind,  I  am  convinced  that  only  good  will  result. 

Whether  my  plan  is  new  or  not  I  do  not  know,  but  I 
am  unable  to  find  it  referred  to  by  any  writer  on  midwifery, 
and   I  judge  from  its  not  being  mentioned  in  a  very  able 
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and  interesting  article  with  the  same  title  as  mine,  by  Dr. 
Stevenson,  of  Aberdeen,  published  in  the'ObstetricalJournar 
for  August,  that  if  it  is  not  new,  it  is  at  least  not  known. 

I  have  very  little  doubt,  however,  that  it  has  occurred  to 
some  member  of  this  Society,  and  I  know  one  gentleman, 
Mr.  Ford,  of  Harrogate,  who  tells  me  has  employed  it.  My 
feeling  is  that  it  supplies  a  want  in  midwifery  and  had 
it  occurred  to  me  earlier  my  little  patient  with  the  de- 
pressed parietal  bone  would  probably  have  been  living  at 
the  present  time. 


The  PiiESiDENT  thought  the  indiscriminate  use  of  the  haud  to 
ellect  dilatatiou  might  lead  to  barm.  He  thought  the  adminis- 
tration of  chloral  would  often  favour  dilatation.  When  the 
anterior  lip  is  wedged  between  the  head  and  pubes  it  is  better  to 
push  it  up. 

Dr.  Barnes  concurred  in  the  President's  opinion  that  this 
paper  was  of  great  clinical  interest.  Two  questions  were  pre- 
sented for  discussion.  First,  the  method  of  forcible  dilatation  of 
the  cervix  uteri  by  the  finger  ;  second,  the  treatment  of  puerperal 
convulsions  during  labour.  These  questions  must  be  considered 
separately.  As  to  the  first,  he  did  not  propose  tD  offer  an  apology 
for  his  hydrostatic  bags.  He  would  simply  observe  that  where 
you  could  introduce  two  fingers,  or  even  one,  there  was  no  difii- 
culty  in  introducing  the  bags,  and  that  it  was  easy  to  use  them 
in  cases  where  the  cervix  was  still  high  in  the  pelvis,  when  it 
must  be  extremely  difiicult,  if  not  impossible,  to  use  two  hands  in 
dilating.  The  gentle  uniform  dilatation  by  water  was  moreover 
much  to  be  preferred  to  the  unequal  force  exerted  by  the  fingers. 
Another  objection  to  the  fingers  was  that  they  were  likely  to  get 
cramped  and  tired,  and  then  the  delicate  sense  of  the  resistance 
to  be  overcome  and  of  the  force  to  use  would  be  impaired.  If 
the  bags  sometimes  disappointed  it  was  because  defective  ones 
were  used.  Home  instrument  makers  did  not  scruple  to  sell 
bags  against  which  he  had  protested.  Then  there  was  the 
question,  a  very  anxious  one  with  him,  whether  precipitate 
delivery  in  puerperal  convulsions  were  really  urgent  and  good 
practice.  He  at  one  time  acted  upon  the  accepted  rule  that  it 
was.  But  he  had  seen  results  which  led  him  to  doubt.  The 
nervous  and  vascular  systems  were  in  a  state  of  extreme  tension. 
Any  irritation  now  applied  might  provoke  convulsion.  Mere 
examination  by  finger  would  do  it ;  even  passing  a  catheter.  It 
was  desirable  to  avoid  manipulation  and  operation  as  much  as 
possible,  and  anything  done  should  be  done  under  anaesthesia ; 
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and  here  he  might  remark  incidentally,  in  reference  to  the  Pre- 
sident's remark,  that  chloral  was  not  mentioned  by  Dr.  Braith- 
waite,  that  Dr.  Braithwaite  had  used  chloroform,  which  wa«  a 
good  equivalent,  or  even  better.  In  the  use  of  this  Dr.  Braith- 
waite's  practice  was  entirely  judicious.  Without  it  he  felt  con- 
vinced that  his  method  of  dilating  the  cervix  would  have  been 
attended  by  disaster.  The  method  he  preferred  in  puerperal 
convulsions  was  to  proceed  gently  and  cautiously,  avoiding  mani- 
pulation as  much  as  possible  ;  using  chloroform  freely  ;  punctur- 
ing the  membranes  early,  so  as  to  lessen  the  tension  of  the  uterus 
and  the  general  vascular  and  nervous  tensions  ;  then  to  dilate 
gently  by  the  hydrostatic  bags  if  the  cervix  did  not  expand 
spontaneously  ;  and  to  accelerate  delivery  by  forceps  or  turning 
if  the  labour  flagged  unduly. 

Dr  Pbiestlet  would  not  venture  to  decide  which  was  the  best 
method  of  dilatation  in  the  circumstances  proposed,  but  he 
should  be  glad  to  know,  as  a  practical  point  in  the  use  of  Barnes's 
dilatoi's,  how  Dr.  Barnes  prevented  their  extrusion  when  placed 
in  situ,  as  he  had  found  them  apt  to  be  expelled  with  the  occur- 
rence of  each  uterine  pain. 

Dr.  Edis  conciirred  with  the  observations  of  Dr.  Barnes  in 
thinking  that,  although  under  exceptional  circumstance  the  plan 
recommended  by  Dr.  Braithwaite  in  his  paper  might  be  advis- 
able, it  was  not  one  to  be  resorted  to  as  a  general  rule,  hydro- 
static pressure  being  far  safer,  more  especially  when  the  os  uteri 
was  high  up  in  the  pelvis.  Dr.  Edis  had  employed  digital  dilata- 
tion successfully  in  many  cases  where  Barnes's  bags  were  not  at 
hand,  or  were  not  tolerated.  He  mentioned  one  case  of  an 
excessively  nervous  lady  pregnant  with  twins,  her  fifth  confine- 
ment, where  the  labour  was  very  tedious,  partly  from  the  feeble- 
ness of  the  pains  from  undue  distension  of  the  uterus  and  partly 
from  rigidity  of  the  os  uteri  itself,  where  any  interference  in  the 
way  of  dilating  by  means  of  india-rubber  bags  v/as  simply  inter- 
dicted ;  but  digital  dilatation  was  successful  in  opening  up  the 
OS  uteri  and  bringing  the  labour  to  a  much  more  speedy  termi- 
nation than  would  otherwise  have  been  the  ca.se. 

Dr.  Ateling  said  that  a  great  drawback  to  the  hydrostatic 
dilator  was  its  being  made  of  a  perishable  material.  The  life 
of  vulcanised  India  rubber  was  short,  and  if  the  bags  were  kept 
for  years  they  were  apt  to  be  found  rotten  when  required  for 
use.  He  considered  dilatation  by  the  hand  to  be  safe  when 
skilfully  performed,  and  preferable  to  any  other  method  with 
which  he  was  acquainted. 


MARCH  8th,  1879. 

William  S.  Playfair,  M.D.,  F.R.C.P.,  President,  in  the 

Chair. 

Present — 50  Fellows  and  7  visitors. 

Books  were  presented  by  Dr.  Hoggan,  Dr.  Munde,  Dr. 
W.  L.  Richardson,  Prof.  C.  Schroeder,  Prof.  Rizzoli,  Dr. 
Verardini,  and  Mr.  H.  C.  Wood. 

The  following  gentlemen  were  admitted  Fellows  of  the 
Society  :— N.  H.  K.  Kane,  M.D.  (Dublin)  ;  Jas.  A.  Mansell 
Moullin,  M.D. ;  and  James  Inkson,  M.D.  (Chatham). 

And  the  following  were  declared  admitted : — Hugh  Rd. 
Ker,  L.R.C.P.  Ed.  (Old  Hill,  Dudley);  Geo.  Herbert 
Wade,  M.R.C.P.  (Chiselhurst)  ;  and  Lionel  A.  Weatherly, 
M.D.  (Portishead). 

The  following  gentlemen  were  proposed  for  election  : — 
J.  Storrs  Brookfield,  M.D. ;  Charles  James  Campbell, 
M.D.  (Paris) ;  John  T.  Gardner,  M.R.C.S.  (Hfracombe) ; 
Wm.  Richard  Grove,  M.D.  (St.  Ives,  Huntingdonshire)  ; 
Geo.  Rd.  Turner  Phillips,  M.R.C.S.;  Richard  Rendle, 
F.R.C.S.  (Brisbane,  Queensland);  Geo.  Slight,  M.D. ;  and 
John  Sutcliffe,  M.R.C.S. 

Dr.  Galabin  showed  a  Greenhalgh^s  pessary  which  had 
been  removed  with  great  difficulty  from  the  vagina.  It 
had  been  introduced  four  years  before  for  the  cure  of  pro- 
lapse in  a  woman  aged  about  sixty,  and  had  remained 
without    attention    since.      One  lower    corner   was   found 
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presenting  at  the  vulva,  the  other  had  ulcerated  deeply 
into  the  vaginal  wall  somewhat  posteriorly,  and  had 
almost  pierced  the  rectal  mucous  membrane.  Ether  was 
administered,  and  attempts  were  made  in  vain,  first  to 
release  the  point  by  pressure  from  the  rectum,  and  next 
to  divide  the  pessary  by  bone  forceps.  Eventually  the 
cross-bars  were  cut',  and  the  pessary  bent  until,  with  diffi- 
culty, it  was  turned  sideways  and  withdrawn  by  a  kind  of 
evolution,  the  embedded  end  being  extracted  last.  The 
shape  of  the  pessary,  as  now  seen,  illustrated  the  me- 
chanism which  led  to  the  special  danger  of  producing 
ulceration  to  which  this  pessary  was  liable.  The  india 
rubber,  becoming  much  softened  in  the  vagina,  fell  away 
from  the  points  and  left  them  unsupported,  although  not 
actually  laid  bare.  If  the  mucous  membrane  were  once 
penetrated,  the  pessary  became  like  a  gigantic  fish-hook, 
and  any  attempt  at  direct  extraction  only  buried  it  more 
deeply.  In  a  similar  case  he  had  found  both  ends  of 
the  pessary  embedded,  and  had  failed  to  divide  it  with 
bone  forceps.  It  proved  necessary  to  file  it  through  at 
the  summit  of  the  vagina. 

The  Peesident  showed  a  metallic-stem  pessary  with  an 
external  support,  which  had  been  removed  from  a  patient 
who  had  worn  it  for  five  years  and  a  half. 

Dr.  Beaxtox  Hicks  remarked  that,  in  pessaries,  care  should 
be  taken  to  have  the  rings  made  as  stout  as  was  possible  con- 
sistent with  lightness,  the  bearings  being  less  sharp,  and  also  the 
ends,  as  in  the  pessary  under  notice,  bent  downwards  at  the  ends. 
He  had  noticed  granulations  only  in  the  slender  kind. 

Dr.  Godson  remarked  that  it  was  not  uncommon  to  find  one 
of  the  angles  of  a  Greenhalgh's  pessary  embedded  in  the  vaginal 
wall  within  a  week  of  its  introduction.  The  fault  lay  in  the 
pubic  end  of  the  pessary  being  insufficiently  broad  to  prevent  its 
turning  sideways.  A  well-fitting  pessary  of  this  kind  might  be 
w^orn  for  many  months  without  fear  of  injury.  It  required  con- 
siderable experience  to  shape  a  pessary  to  a  vagina. 

Dr.  Eois  referred  to  a  similar  case  he  had  brought  before  the 
notice  of  the  Society,  where  a  Hodge's  pessary,  firmly  embedded 
in  the  posterior  vaginal  cul-de-sac,  had  been  extracted  by  nipping 
through  the  pessary  with  a  pair  of  strong  bone  forceps,  and  then 
rotating  the  instrument  out,  so  as  to  avoid  tearing  through  the  band 
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of  tissue.  "We  could  not  be  too  careful  in  impressing  upon  patients 
the  necessity  of  presenting  themselves  within  a  few  days  after 
the  insertion  of  the  pessary  in  order  that  it  might  be  ascertained 
whether  it  fitted  properly,  and  again,  of  reporting  themselves  at 
regular  intervals  as  long  as  they  wore  it. 

Dr.  Baenes  observed  that  two  conditions  were  essential  in  tlie 
design  of  pessaries  to  avoid  incarceration.  One  was  that  the 
instrument  should  have  no  angles  and  be  perfectly  smooth  ;  the 
other,  that  it  should  not  stretch  the  vagina.  A  good  pessary 
would  be  lightly  embraced  by  the  vagina  and  work  in  harmony 
with  the  natural  movements  of  respiration.  He  had  had  to  cut 
out  Zwanke's  pessary,  a  ring  of  new  tissue  having  grown  through 
the  rings  of  the  instrument. 


Dr.  Cory  exhibited  a  uterus  from  a  case  whose  clinical 
history  he  briefly  related. 

"  E.  D — ,  ast.  40,  was  admitted  into  St.  Thomas's  Hos- 
pital on  the  19th  December,  1878.  She  had  had  eight 
children ;  no  miscarriage.  Her  youngest  child  was  about 
eighteen  months  old.  She  suckled  this  child  for  eleven 
months.  Nine  months  after  the  confinement  menstrua- 
tion commenced  again,  and  continued  regularly  until  June, 
1879,  when  it  ceased.  As  she  shortly  after  this  began  to 
enlarge  she  considered  herself  pregnant. 

''On  September  11th,  when,  as  she  supposed,  about 
four  months  gone,  she  suddenly  lost  a  considerable  quan- 
tity of  blood,  without  pain,  per  vaginam.  During  the 
next  three  weeks  she  had  occasional  losses,  and  at  the  end 
of  this  time  labour  pains  came  on,  and  a  large  mass  passed 
from  her,  which,  she  said,  resembled  globules  of  water  or 
a  bunch  of  grapes. 

"  From  this  time  until  December,  1878,  she  suffered 
much  from  a  sanious  discharge,  and  occasionally  from 
haemorrhage. 

"  When  I  first  saw  her  she  was  quite  an?emic  in  ap- 
pearance from  the  continual  discharge.  The  uterus  was 
large,  the  sound  passing  three  inches  and  a  quarter,  and 
the  cervix  was  very  patent.  She  was  recommended  to 
come  into  the  hospital.  While  in  the  hospital  the  dis- 
charge continued,  notwithstanding  general  treatment. 
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"  On  the  11th  of  January,  1879,  sharp  haemorrhage  took 
place,  and  the  resident  accoucheur  considered  her  condition 
so  serious  that  he  determined  to  check  the  bleeding  at  once  ; 
with  this  end  in  view  he  injected,  by  means  of  an  ordinary 
Higginson's  syringe  and  uterine  tube,  a  mixture  of  per- 
chloride  of  iron  and  water  in  the  proportion  of  1  to  10. 
The  tube,  which  had  a  maximum  diameter  of  12  mm.,  was 
readily  introduced  into  the  uterus,  the  cervix  being  very 
open. 

"  The  bulb  of  the  syringe  held  an  ounce  and  a  quarter 
of  fluid. 

"  After  the  second  bulbful  had  been  injected  the  woman, 
who  all  along  had  been  lying  on  her  side,  became  col- 
lapsed, and  died  suddenly,  there  being  barely  time  to 
remove  the  uterine  tube. 

"At  the  post-mortem  examination  a  small  quantity  of 
darkish  fluid,  mixed  with  black  flakes,  was  found  in  the  recto- 
vaginal pouch.  The  fluid  was  removed  by  a  glass  pipette, 
and  found  to  contain  a  large  proportion  of  iron,  so  much 
so  that,  by  simply  boiling  and  filtering  to  separate  the 
albumen,  and  adding  ammonia,  the  hydrated  oxide  of  iron 
was  precipitated,  the  filtrate  also  became  instantly  blue 
on  the  addition  of  ferrocyanide  of  potassium.  The  black 
flakes  and  the  darkening  of  the  fluid  was  due  to  the  pre- 
sence of  sulphide  of  iron  formed  after  death. 

"  The  pathological  condition  of  the  uteras  is  one  of 
great  interest.  On  the  anterior  wall  there  is  a  rounded 
tumour  about  an  inch  and  a  quarter  in  diameter,  and  on 
the  cut  surface  of  this  may  be  seen  the  abnormal  villi 
of  the  chorion  still  occupying  the  venous  sinuses  and 
extending  into  them  nearly  to  the  peritoneal  surface  of 
the  uterus.  The  specimen  clearly  shows  the  futility  of 
trying  to  remove  such  growths  as  this — a  remark  for 
which  I  am  indebted  to  Dr.  Barnes.  The  fluid  seems 
to  have  entered  by  the  left  Fallopian  tube,  as  this 
one  was  slightly  darker  when  first  seen,  but  the  difference 
was  even  then  very  slight. 

"In  the    'British    Medical    Journal^    for    1st    March. 
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p,  336,  there  is  a  case  reported  of  death  from  the  vaginal 
injection  of  acetate  of  lead.  In  this  case  the  Fallopian 
tubes  are  said  to  have  been  verj  narrow,  and  did  not 
present  any  sediment,  while  the  broad  ligament  in  the 
neighbourhood  of  the  fimbria  and  the  peritoneal  surface 
of  both  ovaries  were  covered  with  numerous  black  flakes 
of  various  sizes.  This  sediment,  on  being  chemically 
examined,  was  found  to  consist  of  sulphide  of  lead. 

"  The  sulphur  in  these  cases  is  probably  derived  from 
the  decomposition  of  the  albumen  contained  in  the  peri- 
toneal fluid,  which  the  mucus  moistening  the  Fallopian 
tube  does  not  contain  ;  hence  these  show  only  slight  traces 
of  the  passage  of  the  solutions  of  mineral  salts  along 
them." 

Dr.  Beaxtot^  Hicks  asked  Dr.  Cory  whether  the  fluid  in- 
jected had  returned  before  the  second  injection. 

Dr.  CoET  said  that  the  fluid  was  seen  and  heard  to  trickle 
into  the  bed-pan  during  the  injection  of  the  solution  of  per- 
chloride  of  iron,  and  that  the  quantity  of  fluid  found  in  the  bed- 
pan was  afterwards  removed  and  amounted  to  a  little  over  two 
ounces.  The  bulb  of  the  syringe,  as  before  stated,  held  an  ounce 
and  a  quarter. 

Dr.  Hicks  observed  that  doubtless  it  was  the  astringent  action 
of  the  injection  which  had  caused  the  os  uteri  and  cervix  to  con- 
tract on  the  pipe,  thus  preventing  the  exit  of  the  remainder ;  this 
being  so,  the  patency  of  the  canal  cannot  be  relied  on  alone. 

Dr.  CoET,  in  reply  to  the  President,  said  that,  although  there 
appeared  at  first  to  have  been  room  for  the  free  exit  of  the  fluid, 
yet  he  thought  there  may  have  been  some  muscular  contraction 
of  the  cervical  walls  upon  the  tube  of  the  syringe,  which  caused 
a  certain  amount  of  obstruction  to  the  exit  of  the  fluid  from  the 
second  bulbful. 

Dr  Baenes  said  the  mechanism  of  the  escape  into  the  perito- 
neum of  fluids  injected  into  the  uterus  seemed  to  be  that  the  fluid, 
injected  with  some  force,  excited  contraction  of  the  uterus,  and 
this  contraction  would  impel  the  fluid  towards  the  three  openings. 
Some  would  reflow  by  the  os  uteri,  whilst  some  might  be  pro- 
pelled along  a  Fallopian  tube.  He  wished  to  call  attention  to  a 
mode  he  had  before  brought  under  the  notice  of  the  Society  of 
applying  perchloride  of  iron  in  cases  like  this,  by  swabbing,  or 
by  using  a  tube  perforated  at  the  end,  containing  sponges  satu- 
rated with  the  styptic  solution,  and  which  oozed  out  under  the 
pressure  of  a  piston.     In  Dr.  Cory's  case  there  was  evidence  of 


54  PYOMETRA. 

filiOL-k  ;  it  might  be  presumed  from  tlie  iron  injection  being  used 
that  the  patient's  condition  was  already  critical.  That  the  mere 
contact  of  iron  solution  with  the  peritoneum  was  not  necessarily 
fatal  or  dangerous  was  certain.  He  had,  on  more  than  one  occa- 
sion, swabbed  large  surfaces  of  the  peritoneum  to  restrain 
haemorrhage  from  adhesions  during  ovariotomy,  the  patients 
recovering. 

Dr.  Beunton  suggested  the  use  of  a  cannula  for  injecting 
solution  of  iron  into  the  uterus,  made  after  the  manner  of  the 
double  male  catheter  in  common  use  for  washing  out  the  male 
bladder.  By  the  employment  of  such  a  combination  of  tubes 
the  superfluous  iron  solution  thereby  could  be  run  off,  and  not 
retained  in  utero  to  the  danger  of  the  patient. 

Dr.  Ateltng  said  that  such  an  apparatus  would  be  useless,  as 
the  clots  would  stop  up  the  outlet. 

Dr.  Edis  observed  that  such  an  instrument  as  Dr.  Brunton 
suggested  existed,  and  had  been  tried,  but  in  cases  such  as  those 
under  discussion,  the  eye  of  the  catheter  was  apt  to  get  blocked 
up  by  clots,  and  so  the  escape  of  fluid  was  prevented. 


Dr.  Matthews  Duncan  exhibited  two  specimens  of 
pyometra.  In  the  first  and  smaller  the  collection  was 
caused  by  atresia  of  the  cervix.  In  the  second  and  greatly 
larger  the  cervix  uteri  was  widely  open.  The  mechanism 
of  the  dilatation  of  the  cavity  of  the  body  of  the  uterus  in 
this  latter  case  is  of  great  pathological  interest.  Analogous 
dilatations  can  be  adduced,  and  such  may  contribute  to 
the  elucidation  of  the  mechanism.  On  this  subject  he 
hoped,  some  day,  to  lay  his  views  before  the  Society. 

The  first  specimen  is  from  an  old  woman,  who  died  in 
great  suffering,  supposed  to  arise  entirely  from  the  cancer 
of  the  neck  of  the  womb  with  which  she  was  affected. 
After  death,  besides  the  medullary  cancer  of  the  neck  and 
adjoining  parts,  there  was  found  a  uterus  dilated  so  as  to 
have  a  globular  cavity  of  about  two  inches  in  diameter, 
enclosed  by  a  wall  of  about  a  line  in  thickness.  This 
wall  was  lined  internally  with  a  pyogenic  membrane,  and 
enclosed  a  thin  purulent  fluid.  There  was  acquired  atresia 
of  the  cervix. 

The  second  specimen  is  from  a  sterile  woman,  ast.  60, 
who    had   been    married   fourteen    years.      Nearly    three 
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years  before  her  death  she  began  to  have  a  copious^  thin, 
purulent,  and  occasionally  blood-stained  discharge,  which 
proceeded  from  the  interior  of  the  uterus  and  which  never 
ceased.  She  suffered  daily  from  long  attacks  of  intense 
agony,  which  had  all  the  characters  of  spasmodic  pain. 
The  disease  was  regarded  during  life  as  one  of  intra-uterine 
ulceration,  probably  malignant.  This  disease  is  not  very 
rare,  although  it  has  been  the  subject  of  little  description. 
In  some  cases  there  is  great  pain,  as  in  this  one  ;  in  others 
there  is  none.  The  remarkable  expansion  of  the  uterus 
has  been  already  alluded  to.  The  nature  of  the  disease  is 
not  yet  satisfactorily  made  out.  He  had  lately  witnessed 
the  dissection  of  a  case  that  proved  fatal  under  his  care.  Be- 
sides the  ulcerated  state  of  the  slightly  enlarged  body  of  the 
uterus  there  was  found  only  slight  enlargement  and  indura- 
tion of  some  lumbar  glands.  In  Dr.  Godson^s  case,  which 
was  laid  before  the  Society  a  few  meetings  ago,  nothing 
was  found  beyond  the  ulceration  of  a  uterus  only  slightly 
enlarged.  In  both  of  these  cases  the  examination  was 
only  macroscopic.  In  the  present  instance  post-mortem 
examination  was  made  by  Dr.  Ormerod  and  Dr.  Thin. 
The  result  is,  as  follows,  from  the  pen  of  Dr.  Ormerod ; 
and  it  will  be  observed  that,  however  justifiable  it  may  be 
to  call  the  disease  malignant  on  clinical  grounds,  there  is 
nothing  cancerous  found  on  examination. 

"  Post-mortem  examination  made  about  eighteen  hours 
after  death. — Only  the  abdomen  was  opened.  The  body  was 
fairly  nourished  ;  there  was  plenty  of  fat  in  the  abdominal 
walls.  No  fluid  in  peritoneal  cavity ;  no  sign  of  general 
peritonitis.  The  omentum  reached  below  the  umbilicus, 
and  was  adherent  in  one  small  place  to  the  front  wall  of 
the  uterus.  At  the  level  of  the  umbilicus  was  a  tumour, 
the  size  of  a  small  orange  (a  subperitoneal  fibroid  of  the 
uterus),  attached  to  the  upper  and  anterior  wall  of  the 
uterus,  from  which  it  was  separated  by  a  well-marked 
neck.  Behind  and  below  this,  lay  the  uterus,  about  the 
size  of  a  man^s  fist,  semi-fluctuating  to  the  touch ;  pres- 
sure on  it  produced  a   discharge  of  dark  fetid  stuff  from 
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the  vagina.      The  uterus  was  not  adherent  to  any  organ 
except  the  omentum  (as  mentioned  above)  and  the  bladder 
(to  be  mentioned  afterwards).      The  uterus,  ovaries,  vagina, 
bladder,  and   rectum  were    removed  en  masse.      The    re- 
mainder of  the  pelvis  appeared  healthy;   the  lumbar  glands 
were  not  enlarged.      The  liver  (examined  in  situ)  was  fatty, 
but  not  otherwise  diseased.      The  right  kidney  was  healthy. 
"  The  condition  of  the  organs  removed  was  as  follows  : — 
The  rectum  was  healthy  throughout ;   there  was  no    com- 
munication   between  it    and   the    uterus.      The    bladder 
was    also    healthy,  neither  was   there    any  communication 
from  it.      The  vagina  was  healthy  ;  the  os  uteri  was  large 
but  distinguishable ;  and  the  mucous  membrane  remained 
upon  it.      The  uterus  was  distended  with  thick  fetid  stuff, 
of  a   dark  purplish  colour,  and   about   the  consistence   of 
porridge ;   the  mucous  membrane  throughout  was  reduced 
to  gangrenous  shreds ;  at  the  upper  part  of  the  uterus  (in 
the    neighbourhood    of    the    subperitoneal    fibroid)    there 
remained   firm    substance   between   the    shreddy    internal 
lining  and  the  peritoneum  ;   in  other  parts  the   muscular 
wall  had  almost  disappeared.      Between  the  upper  part  of 
the  bladder  (rather  to  the   right  of  the   middle   line)  and 
the  uterus  were   adhesions  enclosing   a   cavity  filled    with 
same  fetid  stuff  as  filled  the  uterus,  mixed  with  a  very  little 
pus.      This  cavity  communicated  with  the  uterine  cavity, 
the   uterine    walls    being   here   completely  broken    down. 
The  subperitoneal  tumour  was    nodulated  on  its   surface, 
covered  with  smooth  peritoneum,  firm,  nowhere  breaking 
down,  presenting  on  section  the  ordinary  appearance  of  a 
fibrous  tumour,  and  apparently  in  no  way  connected  with 
the  disease  of  the  interior  of  the  uterus. 

"  Sections  of  the  uterus  were  examined  microscopically 
(February  19th)  by  Dr.  Thin  and  myself.  They  consisted 
of  small  I'ounded  cells,  not  differing  materially  from  pus- 
cells  in  appearance,  aggregated  together  for  the  most 
part ;  but  in  some  parts  of  the  sections  uterine  muscular 
fibres  could  be  seen,  which  the  cells  appeared  to  infiltrate. 
There     was    no     definite     boundary     line     between    the 
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two,  the  cells  passing  up  between  the  fibres.  At  the 
free  edge  of  one  section  two  columnar  cells  (remnants 
of  the  utei'ine  mucous  membrane)  were  seen,  but 
this  was  all.  In  order  to  remove  all  doubt  as  to  the 
character  of  the  cells,  some  pieces  of  the  uterus  were 
teased  out  in  glycerin  so  as  to  isolate  the  cells.  These 
were  then  seen  to  be  pus-cells,  and  not  epithelial.'' 

Dr.  Braxton  Hicks  showed,  for  Dr.  Ogston,  junr.,  a 
unilateral  uterus  and  kidney  (solitary)  with  two  ureters. 

The  uterus  has  only  its  right  half  developed  ;  its  left 
half,  left  Fallopian  tube,  left  ovary,  and  left  broad  ligament 
being  wanting.  The  right  kidney  has  two  ureters,  the 
upper  one  springing  from  a  cyst  with  partly  bony  walls, 
and  terminating  in  the  usual  place  on  the  left  side  of  the 
bladder ;  it  is  imperforate.  The  lower  ureter  ran  the 
usual  course  to  the  right  side  of  the  bladder.  The  kidney 
lay  completely  to  the  right  side  of  the  spinal  column. 
There  was  no  trace  of  a  left  kidney,  but  the  left  supra- 
renal capsule  was  in  its  usual  place,  and  the  right  one  lay 
at  the  upper  end  of  the  double  kidney.  The  body  other- 
wise, the  pelvis,  and  the  external  genitals  were  normally 
developed. 

Dr.  Godson  showed  a  polypus  which  he  had  recently 
removed  from  a  woman,  set.  60,  who  was  under  his  care  in 
St.  Bartholomew's  Hospital.  He  first  saw  her  a  year  ago, 
when  she  complained  of  bleeding  from  the  vagina.  The 
uterus  and  vagina  were  found  healthy.  There  had  been 
no  recurrence  of  the  hsemorrhage  until  a  week  since,  when 
the  patient  again  presented  herself.  On  examination  a 
tumour,  the  size  of  a  walnut,  was  found  at  the  orifice  of 
the  vagina  ;  it  had  at  first  sight  the  aspect  of  a  firm  fibrinous 
clot ;  it  was  discovered,  however,  to  protrude  from  the 
urethra,  and  to  be  connected  by  a  narrow  pedicle  with  the 
fundus  of  the  bladder,  which  organ  it  partially  inverted. 
Dr.  Godson  applied  a  catgut  ligature  and  separated  it  by 
means  of  scissors.      A  microscopical  examination  showed 
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it  to  consist  of  fibro-cellular  tissue,  with  a  few  muscular 
fibres,  covered  over  with  mucous  membrane.  Such  polypi 
were  of  extreme  rarity,  and  it  was  fortunate  that  the 
subject  of  it  was  a  woman. 


NOTES  ON  A  FCETUS. 
By  H.  S.  Wilson,  M.D., 

DEMONSTRATOR    OF    PRACTICAL    ANATOMY    AT   THE    LONDON    HOSPITAL 
MEDICAL   COLLEGE. 

(Communicated  by  Dr.  Herman.) 

The  foetus  affording  the  following  observations  was 
kindly  sent  to  me  by  Dr.  Herman. 

It  was  nineteen  inches  long  and  well  nourished.  The 
finger-  and  toe-nails  were  well  developed.  The  lower 
femoral  epiphysis  presented  a  centre  of  ossification.  The 
lips  and  the  buccal  cavity,  except  the  portion  of  the  gums 
covering  the  margins  of  the  alveolar  processes,  were  normal. 
The  gum  of  the  upper  jaw  presented  two  small  tooth-like 
lappets  hanging  down  from  the  region  of  the  first  incisors  ; 
they  were  separated  by  a  ridge  which  was  continuous  with 
the  labial  frtenum.  From  the  region  of  the  canine  tooth 
there  was  another  small  narrow  prolongation  of  the  gum, 
passing  obliquely  inwards  towards  the  centre  lappets.  The 
lower  gum  projected  along  the  whole  extent  of  the  alveolar 
process  in  the  form  of  a  pliant  fringe  ;  having  an  irregular 
free  margin ;  this  fringe  was  very  thin  over  the  regions 
of  the  incisors,  but  became  thicker  and  less  marked 
beyond  this  point.      There  was  scarcely  any  lingual  f  rsenum. 

The  external  generative  organs  assumed  the  male  type. 
The  labia  majora  were  large  and  prominent,  each  measur- 
ing g  by  f  inch.  They  were  somewhat  pendant  and  scrotum- 
like. The  whole  of  the  external  surface,  and  the  inner 
aspect    of   the    horizontal    pendant   portions   had  all    the 


NOTES    ON    A    FCETUS. 
Fig.  1. 


59 


Profile  view  of  external  generative  organ?,  the  right  thigh  being 
left  out.  1.  Mons  veneris.  2.  Penis-like  hypertrophy  of  the 
upper  preputial  suhdivision  of  the  labia  minora.  3.  Right  labium 
majus.     4.  Left  thigh.     5.  Left  labium  majus. 

cTiaracters  of  skin.  The  rest  of  the  inner  aspect  was  skin, 
but  for  a  short  distance  along  the  free  margin  beyond  it 
passed  rapidly  into  the  smoothness  of  mucous  membrane. 

This  mucous  portion  of  the  labia  majora  was  easily  dis- 
tinguished by  the  openings  of  the  submucous  glands 
becoming  large  aud  conspicuous  j  these  openings  were 
irregular  in  distribution,  though,  on  the  whole,  more 
sparsely  scattered  towards  the  labia  minora.  They  are  all 
directed  obliquely  outwards  towards  the  labial  margin. 
On  dissecting  the  labia  a  dartos  tunic  was  easily  distin- 
guished, separated  from  the  integument  by  a  quantity  of 
fat,  most  abundant  at  the  lower  horizontal  portion.  The 
anterior  commissure  was  marked,  and  overhung  the  pre- 
putial covering  of  the  clitoris.  The  posterior  was  not 
distinct,  as  each  labial  margin  became  gradually  lost  on  the 
integument  in  a  direction  towards  the  anus. 

The  clitoris,  when  dissected  out  and  put  on  the  stretch. 
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measured  I  inch  from  subpubic  arch  to  its  extremity.  The 
glans,  5  inch  long,  was  closely  covered  above  and  laterally 
by  the  prepuce,  its  inferior  aspect  and  its  inferior  frasna 
being  continuous  with  the  vestibule. 

The  labia  minora  seemed  to  be  entirely  taken  up  in  the 
formation  of  an  extensive  prepuce  for  the  clitoris.  This 
projected  §  inch  beyond  the  labia  majora  and  anterior  com- 
missure, presenting  in  this  extent  all  the  characters  of 
skin,  except  that  portion  overlapping  the  glans  clitoridis, 
which  was  covered  with  mucous  membrane.  In  addition 
to  length,  the  prepuce  popsessed  1^  inch  of  circumference, 
and  passed  downwards  and  outwards  on  each  side  to  be 
continuous  with  the  labia  majora.  The  labia  minora  thus 
appeared  like  narrow,  thin,  mucous  appendages  to  the  in- 
ferior margins  of  the  prepuce.  They  had  conspicuous 
superior  margins,  especially  on  the  left  side,  and  this 
marked  the  usual  point  of  division  of  the  lip  into  its  superior 
and  inferior  folds.  They  were  entirely  concealed  within 
the  labia  majora.  The  portion  of  the  prepuce  covered  by 
the  labia  majora  assumed  more  the  character  of  mucous 
membrane  than  of  skin.  The  numerous  crypts  containing 
the  openings  of  the  sebaceous  glands  were  large  and 
stretched  out,  having  the  appearance  of  an  elongated  mesh- 
work  enclosing  honeycomb-like  cells.  The  glandular 
orifices  were  directed  obliquely  towards  the  glans  clitoridis. 
Towards  the  line  of  junction  between  skin  and  mucous 
membrane  the  walls  of  the  crypts  subsided  into  rugse  having 
papilliform  projections  on  them.  The  prepuce  contained 
in  its  substance  unstriped  muscular  and  elastic  tissue.  The 
small  mucous  folds  of  the  nymphae  seemed  to  consist  only 
of  connective  tissue  and  a  few  vessels. 

The  hymen  was  annular  and  very  protuberant  or  pout- 
ing. No  vaginal  orifice  could  be  found,  but  the  whole  of 
its  anterior  aspect  presented  a  great  number  of  fossae-like 
openings,  variable  in  size  and  irregularly  scattered.  These 
fossae-like  openings  led  into  cavities  having  different 
depths,  and  whose  walls  were  pierced  by  a  number  of  very 
small  foramina.      Several  attempts  were  made,   with  the 
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aid  of  a  dissecting  microscope,  to  trace  these  foramina,  but 
without   success.      The   circumference   of   the    hymen,    by 


Fig.  2. 


1.  Abdominal  wall  foreshortened.  2.  Prepuce  of  clitoris.  3,  3. 
Labia  majora,  entirely  enclosing,  4,  4,  Labia  minora.  5.  Glans 
clitoridis.  6.  Meatus  urinarius.  7.  Impervious,  button-like,  protu- 
berant hymen.     8.  Lower  extremities  of  labia  majora.     9.  Anus. 

which  it  was  continuous  with  the  mucous  surfaces  of  the 
vulva,  was  depressed,  and  presented  radiating  folds  or 
rugae  with  fossae  between.  The  deepest  of  these  fossae 
were  on  either  side  of  the  meatus  urinarius. 

The  meatus  urinarius  was  large  and  distinct.  It  held 
the  usual  position  immediately  above  the  hymen.  A 
description  of  the  urethra  will  be  found  with  the  bladder. 
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The  fourcliette  was  not  well  marked. 

On  opening  tlie  abdomen  the  uterus  was  found  to  be 
bicornuous.  The  two  cornua  were  very  conspicuous,  lying 
high  in  the  pelvis,  one  on  each  side  of  the  rectum. 
Nothing  definite  could  be  felt  lower  down,  the  rectum 
spreading  out  and  appearing  as  if  resting  in  front  of  them. 
Each  cornu  consisted  of  two  portions,  a  horizontal,  lower, 
^  inch  in  length  and  breadth,  and  a  vertical  upper,  or 
terminal,  \  inch  by  |  inch.  The  horizontal  portion 
was  bound  to  the  lateral  wall  of  the  true  pelvis  by 
the  peritoneum,  which  covered  its  inner  aspect,  and 
became  parietal  at  its  upper  and  lower  borders.  The 
upper  border  was  on  a  level  with  the  brim  of  the  pelvis. 
Towards  its  posterior  extremity  a  fold  of  its  peritoneal 
covering,  best  marked  on  the  right,  passed  inwards,  and 
was  continuous  with  that  covering  the  rectum.  The 
vertical  portion  curved  upwards,  forming  almost  a  right 
angle  with  the  horizontal  portion.  Its  free  extremity  was 
bluntly  pointed  where  continuous  with  the  Fallopian  tube. 
It  reached  as  high  as  the  iliac  crest,  and  nearly  as  far 
forwards  as  the  anterior  superior  spine,  more  so  on  the 
right  side. 

The  ligament  of  the  ovary,  very  short  and  imperfectly 
marked,  and  the  round  ligament  of  the  uterus,  had  the 
usual  relations  to  the  Fallopian  tube  at  their  origins. 

The  whole  of  the  vertical  portion  was  covered  by  peri- 
toneum, except  the  posterior  border,  to  which  the  broad 
ligament  was  attached.  The  inferior  extremity  of  this 
portion  rested  against  the  hypogastric  artery.  Owing  to 
the  vertical  direction  of  this  part  of  the  cornu,  each  Fallo- 
pian tube  ascended  in  its  course,  occupying  the  usual 
position  in  the  fold  of  the  broad  ligament,  and  having  the 
ovaiy  parallel  to  it  on  its  inner  side.  Each  tube  was 
about  Ij  inch  in  length,  and  had  two  pedicellate 
hydatids  attached  to  its  fimbriated  extremity. 

The  ovaries  were  long,  narrow,  and  fissured  into  lobe- 
like divisions.  Between  them  and  the  Fallopian  tubes, 
near  their  upper  ends,    a  mass  of  converging  lines  were 
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Fig.  3. 


Diagram  showing  arrangement  of  genito-ui'inary  organs.  1.  Blad- 
der passing  upwards  into  uraclius  and  backwards  into  pedicle  (12). 
2.  Urethra  and  meatus  urinarius.  3.  Vertical  portion  of  uterine 
cornu  (right).  4.  Horizontal  portion  of  uterine  coruu.  Between 
them  is  seen  a  constriction,  and  the  mucous  membrane  is  repre- 
sented in  longitudinal  folds.     5.  Fallopian  tube.      6,  6.  Hydatids. 

7.  Part   of   broad  ligament  containing  remains  of  Wolffian  body. 

8.  Remains  of  Wolffian  duct.  9.  Ovary.  lO.  Round  ligament  of 
uterus.  11.  Cysts  connected  with  posterior  end  of  horizontal 
portion  of  uterus.  13.  Pedicle  connecting  anterior  end  of  hori- 
zontal portion  of  uterus  with  the  base  of  the  bladder. 
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seen,  from  which  point  a  cord  descended  towards  tlie 
uterine  attachment  of  the  round  ligament.  They  seemed 
like  remnants  of  par-ovaria  and  Wolffian  ducts.  On  the 
left  side  there  was  a  small  disc-like  cyst  in  the  broad  liga- 
ment near  the  upper  end  of  the  ovary. 

By  cutting  through  the  left  sacro-iliac  synchondrosis 
and  the  symphysis  pubis,  and  then  carrying  the  incision 
along  the  left  half  of  the  pubic  arch  as  far  as  the  tuber 
ischii,  the  left  os  innominatum  was  easily  turned  back  and 
a  full  lateral  view  of  the  pelvic  contents  displayed. 

Each  uterine  cornu  was  found  to  pass  abruptly  into  a 
very  narrow  riband  of  unstriped  muscle  at  the  anterior 
extremity  of  its  horizontal  portion.  These  riband-like 
pedicles  descended  obliquely  downwards  and  forwards  to 
the  base  of  the  bladder,  and  there  blended  with  each  other 
and  with  the  bladder.  From  this  junction  the  whole 
mass  passed  forwards  to  the  annular  hymen  and  urethral 
opening.  After  careful  dissection,  longitudinally  and 
transversely,  no  trace  of  a  tube  could  be  found,  so  that  it 
was  impossible  to  say  if  the  lower  portion  of  the  mass 
represented  an  obliterated  vagina  or  otherwise.  The 
pedicles  were  also  solid.  Connected  with  the  posterior 
extremity  of  the  horizontal  part  of  each  cornu,  and  passing 
upwards  and  backwards  along  the  sacral  alas  as  far  as  the 
body  of  the  last  lumbar  vertebra,  was  an  elongated  cyst. 
That  on  the  right  side  had  thicker  walls,  and  had  a 
smaller  cyst  attached  to  it  by  a  long  slender  stalk.  These 
cysts  were  lined  by  a  smooth  membrane,  and  contained 
grumous  fluid.  Nothing  definite  beyond  connective  and 
elastic  fibrous  tissue  could  be  made  out  of  the  structure 
of  its  walls.  Its  fibrous  tissue,  however,  was  distinctly 
continuous  with  the  uterine  walls.  The  right  cornu  had 
thicker  walls  than  the  left.  The  thickest  portion  of  the 
walls  corresponded  with  the  anterior  extremity  of  the 
horizontal  portion,  and  the  thinnest  with  the  inferior 
aspect  of  the  same.  This  thin  portion  was  most  marked 
on  the  left  side,  where  all  the  characters  were  more 
pronounced.      The  cavity  of  each  cornu  consisted  of   two 
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pouches,  an  upper  and  a  lower,  corresponding  with  its 
horizontal  and  vertical  portions,  and  connected  with  each 
other  by  a  constriction  situated  about  the  middle  of  the 
vertical.  The  upper  pouch  was  continuous  above  with 
the  Fallopian  tube.  Both  were  filled  with  a  somewhat 
tenacious  jelly-like  mucus,  rich  in  mucus-cells,  and  were 
lined  by  a  distinct  mucous  membrane.  The  mucous 
membrane  was  thrown  into  four  very  prominent  longir 
tudinal  folds.  These  folds  commenced  abruptly  at  an 
elevated  surface  a  little  above  the  thinned  portion  of  the 
wall.  Here  they  were  broad,  and  were  divided  into  three 
or  four  secondary  laminee,  but  they  became  narrower  as 
they  passed  upwards,  and  ultimately  subsided  into  the 
general  surface  beyond  the  constricted  portion.  Some 
smaller  folds  ran  longitudinally  between  the  larger,  while 
others  passed  obliquely  across,  connecting  these  to  each 
other  at  their  lower  end.  The  whole  arrangement  had  the 
appearance  of  the  arbor  vitse  uterinus.  No  indentation 
internally  marked  the  place  of  attachment  of  the  pedicle 
externally. 

The  bladder  presented  a  very  small  cavity,  which  passed 
a  considerable  distance  along  the  urachus.  It  was  quite 
empty.  There  were  no  ureters.  About  the  regions  of 
the  usual  openings  of  ureters  there  were  two  indentations 
corresponding  with  the  points  where  the  uterine  pedicles 
blended  with  each  other  and  with  the  bladder.  That  on 
the  left  side  was  traced  for  a  short  distance  into  the  left 
pedicle.  The  urethra  was  quite  patent.  Its  lining  had 
some  few  longitudinal  folds,  and  towards  its  orifice  small 
openings  could  be  seen,  with  a  lens,  directed  forwards. 
They  were  apparently  those  of  glands.  Glandular-like 
cavities  were  also  found  in  the  vaginal  portion  of  the 
united  mass,  situated  just  below  this  part  of  the  urethra, 
and  probably  passing  into  these  openings. 

The  rectum  was  capacious,  normal,  and  partly  filled 
with  healthy  meconium. 

No  kidneys  were  present,  but  in  their  region  there 
were  two  large  supra-renal  bodies.      They  measured  about 

VOL.  XXI.  5 


6Q  NOTES    ON    A    F(ETUS. 

14  inch  by  1  inch,  the  right  being  longer,  broader, 
and  thicker  than  the  left.  They  were  more  or  less 
oval  in  shapa  as  well  as  flattened,  and  each  presented 
an  indented  groove  on  its  superficial  aspect  running 
parallel  to  its  outer  border.  The  structure  under  the 
microscope  presented  the  leading  characters  of  a  supra- 
renal body. 

The  right  hepatic  lobe  was  partly  subdivided  by  a 
fissure  running  backwards  from  the  anterior  margin  along 
its  inferior  aspect. 

The  stomach  was  vei'tical  in  its  direction,  its  lesser 
curvature  passing  slightly  to  the  left  of,  and  almost  parallel 
with,  the  mesial  line,  and  its  greater  curvature  bulging  to 
the  left  side. 

The  other  visceral  peculiarities  will  be  best  under- 
stood under  the  description  of  the  peritoneal  arrangement. 

The  vascular  supply  to  the  viscera  above  described  was, 
on  the  whole,  normal.  The  supra-renal  bodies  received  their 
arteries  almost  entirely  from  the  phrenic  branches  of  the 
abdominal  aorta,  and  returned  their  blood,  by  comparatively 
large  veins,  into  the  ascending  cava.  The  vein  from  the 
right  opened  very  high  up,  beyond  the  point  where  the 
cava  began  to  receive  small  hepatic  veins.  That  from  the 
left  was  much  longer  and  received  the  left  ovarian  vein  as 
well  as  a  small  veinlet  from  the  connective  tissue  about  the 
left  renal  region.  The  right  ovarian  vein  opened  into  the 
cava  about  a  j  of  an  inch  below  the  level  of  the  left 
supra-renal.  Two  small  branches  passed  from  the  aorta 
about  the  level  of  the  origins  of  the  renal  arteries.  That 
on  the  right  ended  in  the  diaphragm,  and  that  on  the  left 
in  the  mass  of  the  semilunar  ganglion.  The  aorta  bifur- 
cated opposite  the  second  lumbar  vertebra.  The  common 
iliacs  divided  at  the  usual  level.  Branches  passed  from 
them  along  the  broad  ligament  to  the  Fallopian  tubes  and 
ovaries,  while  others  were  supplied  to  the  cysts  connected 
with  the  horizontal  portions  of  the  cornua.  There  were 
corresponding  veins.  The  left  common  iliac  gave  off  the 
sacra  media,  which,  in  the  upper  part  of  its  course,  supplied 
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the  lower  lumbar  branches.  There  were  several  branches 
from  the  hypogastrics  to  the  uterine  cornua,  the  pedicles, 
and  the  bladder.  The  origin  of  the  other  visceral  branches 
from  the  aorta  occupied  about  the  usual  level.  The  ascend- 
ing cava  left  the  spine  on  its  approach  to  the  liver,  and 
pushing  the  peritoneum  before  it  made  for  itself  a  short 
imperfect  mesentery.  The  large  majority  of  the  hepatic 
veins  passed  into  it  as  one  branch,  joining  it  after  it  had 
emerged  from  a  pons  hepaticee,  and  just  before  it  perforated 
the  diaphragm.  This  hepatic  vein  received  the  ductus 
venosus  which  branched  off  from  the  umbilical  vein  after 
it  had  supplied  the  left  lobe. 

The  arrangement  of  the  peritoneum  was  modified  to  suit  a 
floating  caecum  and  ascending  colon.  The  right  free  margin 
of  the  gastro-hepatic  omentum  extended  considerably  to  the 
right  in  one  direction  along  the  gall-bladder,  and  passed 
downwards  in  another  direction  along  the  duodenum,  as  far 
as  the  hepatic  flexure  of  the  colon,  being  gradually  lost  on  the 
ascending  colon.  The  mesentery  was  continuous  with  the 
parietal  peritoneum  over  the  spine  at  one  spot  only,  which 
corresponded  with  the  last  portion  of  the  duodenum  and 
with  the  inferior  boundary  of  the  foramen  of  Winslow. 
From  this  point  the  mesentery  extended  downwards  to 
enclose  the  jejunum  and  ileum,  and  presented  a  right  free 
margin,  containing  caecum,  vermiform  appendix  (by  a 
secondary  mesentery),  and  ascending  colon.  This  free 
margin  was  continuous  with  the  great  omentum  at  the 
hepatic  flexure  of  the  colon.  Owing  to  this  free  supply  of 
peritoneal  covering  the  first  two  portions  of  the  duodenum 
were  contained  almost  side  by  side  in  the  anterior  double 
layer  of  the  great  omentum,  and  the  third  portion,  together 
with  the  head  of  the  pancreas,  in  the  posterior  double 
layer  of  the  same.  It  was  doubtful  where  the  pancreatic 
duct  opened.  It  seemed  to  pierce  the  portion  of  duodenum 
where  the  second  was  continuous  with  the  third  division. 
The  tail  of  the  pancreas  also  floated,  and  was  contained  in 
the  posterior  double  omental  layer,  close  to  the  left 
border. 
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The  lungs  were  solid,  the  heart  healthy,  and  the  thymic 
bodies,  though  peculiar  in  shape,  normal. 

Remarhs. — This  case  seems  to  us  extremely  interesting, 
owing  to  the  order,  so  to  speak,  which  its  abnormalities 
present.  These  point  to  a  series  of  checks  in  develop- 
ments dating  apparently  from  the  sixth  to  the  twelfth 
week  of  uterine  life.  Taking  the  pelvic  viscera  first,  there 
seems  a  remarkable  distinct  parallelism  in  the  develop- 
ment of  the  internal  and  external  organs  of  the  uro- 
genital system.  The  ovaries,  we  may  say,  are  normal, 
and  the  upper  extremities  of  the  Miillerian  ducts  (the 
Fallopian  tubes)  equally  so.  But  traced  lower  down  the 
Miillerian  ducts  are  apparently  checked  in  their  growth, 
and  probably  even  atrophied.  The  united  ducts  (genital 
duct)  becomes,  in  addition,  blended  with  the  urinary 
portion  of  the  sinus  (bladder).  The  rest  of  the  vagino- 
uterine  development  is  so  modified  that  it  is  simply  a 
matter  of  conjecture  whether  the  pedicles  are  utero- 
vaginal elements  or  simply  vaginal,  or  merely  remnants  of 
ureters.  Again,  the  corniculate  portion  of  the  Miillerian 
ducts,  by  the  development  of  its  mucous  lining,  would 
lead  us  to  infer  that  they  each  represented  a  complete 
uterus,  from  imperforate  os  to  imperfect  fundus.  Com- 
paring these  conditions  with  the  state  of  the  external 
organs,  we  have  appearances  indicating  a  check  a  little 
beyond  the  period  of  sexual  neutrality.  The  first  tendency 
is  distinctly  to  form  a  normal  vulva  to  meet  the  require- 
ments of  an  ovarian  function,  but  the  retrograde  life  of 
the  Miillerian  ducts  modifies  the  further  growth  of  these 
parts,  and  we  have  in  consequence  scrotal  labia  majora, 
imperfect  labia  minora,  imperforate  hymen,  shortened 
urethra,  and  penis-like  clitoris.  In  this  we  have  an 
admirable  example  of  the  pari  passu  growth  of  the  internal 
and  external  organs,  and  of  the  manner  in  which  modifica- 
tion in  the  growth  of  the  one  set  also  alters  the  develop- 
ment of  the  other.  The  half  skin  and  half  mucous 
membrane  nature  of  the  prepuce  also  illustrates  this. 
Again,  the  condition   of   the   bladder    is  very  instructive. 
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It  is  only  a  repi'esentation  of  what  it  ought  to  be, 
apparently  owing  to  the  entire  absence  of  not  only  ureters, 
but  also  probably  of  kidneys.  And  here  a  careful  exami- 
nation of  the  parts  and  their  relations  to  each  other  opens 
out  several  points  for  consideration.  Are  the  uterine 
pedicles  solely  such,  or  is  there  also  in  them  the  remains 
of  ureters  ?  We  find  connected  with  each  uterine  cornu  a 
well-defined  cyst,  similar  on  both  sides.  Are  these  cystic 
remains  of  kidneys,  dragged  down  in  the  descent  of 
ovaries,  &c.  ?  If  so,  this  would,  to  a  certain  extent,  have 
explained  why  we  find  the  cavity  of  the  bladder  con- 
tinuous for  a  short  way  with  one  of  the  pedicles,  by 
assuming  that  the  ureters  were  indistinguishable  and 
yet  blended  with  both  uterus  and  pedicles.  On  the  other 
hand,  the  presence  of  cystic  kidneys  might  still  be  retained, 
and  the  opening  of  the  pedicle  into  bladder  be  explained 
by  considering  the  bladder  to  represent  the  uro-genital 
sinus,  which  hasS  passing  into  it  anteriorly  an  obliterated 
vulva  portion  of  vagina,  and  has  opening  into  it  posteriorly 
the  Miillerian  ducts.  The  other,  however,  seems  to  us 
the  more  probable  view  of  the  two.  The  description  of 
these  cysts  closely  resembles  that  given  by  Dr.  Matthews 
Duncan  of  kidneys  found  in  a  similarly  deformed  foetus.* 
The  position  they  hold  is  similar  to  that  presented  some- 
times by  horseshoe  kidneys.  The  condition  of  these 
pelvic  viscera  further  suggests  the  question  as  to  how  far 
the  non-development  of  a  pelvic  viscus  will  affect  the 
evolution  of  the  others.  In  the  case  quoted  above,  and  in 
another  case  described  by  the  same  author,t  we  have  two 
grades  of  this  type  of  malformation,  commencing  with  an 
entire  absence  of  the  uro-genital  system.  Here  the 
rectum  and  anus  is  normal  and  healthy,  but  there  is  what 
is  equivalent  to  an  entire  absence  of  the  urinary,  with  the 
presence  of  a  greatly  modified  generative,  system.  These 
facts   tend   to  the  probability  that  an  entire   absence  of 

*  '  Edin.  Med.  Journ.,'  1870,  p.  164. 
t  Ibid.,  1871,  p.  937. 
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kidneys  cannot  occur  without  a  more  or  less  modified 
generative  system. 

It  is  curious  to  observe  how  the  supra-renal  bodies 
usurped  the  regions  of  the  kidneys,  so  exactly  occupying 
their  positions  as  to  be  readily  mistaken  for  them  but  for 
the  flatness  they  presented  when  compared  with  the  usual 
bulging  of  a  foetal  kidney.  The  same  law  of  adaptation 
seems  borne  out  in  the  fact  that  the  left  supra-renal  vein 
received  the  left  ovarian. 

The  peritoneal  arrangement  further  points  to  an  arrest 
of  development.  Prof.  Cleland,  in  two  of  his  papers,*  has 
pointed  out  this  form  of  modification  of  the  peritoneal 
distribution.  The  condition  here  may  reasonably  be  ex- 
plained by  assuming  that,  though  the  large  intestine  with 
the  mesocolon  have  travelled  to  the  right  and  have  taken 
their  proper  position  below  the  liver,  yet  the  caecum  and 
ascending  colon  have  not  descended  and  been  fixed  to  the 
iliac  fossa.  As  far  as  my  experience  goes,  floating  caeca 
are  by  no  means  uncommon,  and,  from  a  conversation  I 
had  with  Dr.  Chevers,  it  would  seem  that  it  is  a  condition 
decidedly  favouring  intussusception,  for  he  quoted  three 
cases  which  had  come  under  his  notice  illustrative  of  this. 
The  stomach,  again,  retains  the  position  indicative  of  an 
earlier  stage  of  development.  I  have  seen  this  position 
of  the  stomach  most  marked  in  an  adult  female  subject, 
who  also  possessed  a  one-lobed  liver.  This  vertical 
stomach  may,  indeed,  be  considered  one  of  the  typical 
positions  assumed  by  the  gastric  organ.  It  is  also  intei*- 
esting  to  notice  how  even  the  duodenum  participates  in 
the  great  freedom  of  movement  granted  to  the  digestive 
canal  through  an  abundant  supply  of  peritoneum.  Only 
a  small  portion  of  it  is  fixed  to  the  abdominal  wall,  the 
rest  is  floating. 

The  appearance  presented  by  the  gums  further  indicate 

a  checked  development  succeeded  by  a  modified  growth. 

Altogether,  the  more  carefully  we  go  over  the  anatomical 

facts  just  given  the  more  instructive  do  we  find  the  case 

*  '  Journ.  Aiiat.  and  Phys.,'  May,  1868;  ibid.,  May,  1870. 
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to  be.     We  have  attended  only  to  the  more  salient  points 
in  the  irregularities. 

Finally,  the  healthy  condition  of  the  thoracic  viscera, 
indicating  undoubtedly  healthy  circulation,  and  the  nor- 
mal state  of  the  digestive  system,  would  seem  to  explain 
why  this  foetus,  notwithstanding  all  these  apparently  im- 
portant peculiarities,  should  yet  possess  a  well-nourished 
body,  and  all  the  other  indications  of  its  having  com- 
pleted its  full  term  of  uterine  life. 


THE  DELIVERY  OF  A  MONSTER. 
By  Dr.  Schofield. 

The  following  case,  which  I  had  the  good  fortune  to 
observe  in  the  obstetric  clinique  of  Professor  Streng, 
at  the  "  Gebarhaus,"  Prague,  seems  of  sufficient  interest 
to  be  put  upon  record. 

The  patient,  a  multipara,  was  taken  in  labour  on  the 
evening  of  Sunday,  October  6th,  at  her  own  house.  The 
accoucheur  in  attendance  diagnosed  a  breech  presentation, 
and  a  small  female  child  (weight  4  lbs.,  length  16|  in.) 
was  born  in  the  breech  position,  with  very  little  difficulty, 
about  midnight. 

Shortly  afterwards,  the  feet  of  a  second  child  presented 
at  the  vulva,  and,  as  little  progress  was  made,  extraction 
was  attempted  by  traction  on  the  legs. 

Though  unsuccessful  in  effecting  delivery,  the  accoucheur 
succeeded  in  tearing  off  both  lower  limbs  from  the 
trunk  ;  the  right  lower  limb  was  disarticulated  at  the  hip- 
joint,  while  the  left  gave  way  along  the  line  of  junction  of 
the  superior  epiphysis  with  the  shaft  of  the  femur. 

He  then  tried,  but  unsuccessfully,  to  complete  the 
extraction  by  the  aid  of  a  blunt  hook. 

This  also  failing,  the  woman  was  conveyed  here  (a  two 
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hours'  jourucy)  in  a  springless  wa,ggon,  and  arrived  about 
4  a.m. 

The  mutilated  breech  presented  at  the  vulva.  Repeated 
attempts  were  made  to  extract,  but  in  vain.  At  length, 
the  pains  increased  in  strength,  and  gradually  an  enormous 
belly  came  into  view,  and  with  great  difficulty  the  monster 
was  born  about  5  a.m. 

A  single  placenta  was  ejected  a  few  minutes  afterwards. 

The  mother's  temperature  was  raised  to  102°  for  a  day 
or  two,  but  since  then,  up  to  the  present  date  (October 
15th),  both  mother  and  child  have  done  well. 

The  whole  trunk  of  the  monster  was  enormously  oede- 
matous.  Its  length  was  15  in.,  greatest  circumference 
round  the  belly  16  in.  The  mafformed  head  was  quite 
sessile  on  the  trunk.  No  cranial  bones  could  be  felt, 
but  the  facial  bones  were  tolerably  developed.  One 
large  irregular  opening  represented  nose  and  mouth ; 
there  appeared  to  be  only  one  eye,  though  eyelids  were 
present  on  both  sides.  No  trace  of  external  ears  or 
upper  extremities  could  be  found.  The  position  of  the 
anus  was  indicated  by  a  slight  depression  of  the  skin. 
External  genitals  seemed  to  be  absent,  and  also  nipples. 
The  lower  limbs  were  very  imperfectly  developed  and 
cedematous,  two  toes  appearing  on  one  side,  and  three 
on  the  other. 

Placenta. — The  umbilical  cord  of  the  living  twin  was 
normally  inserted  about  the  centre  of  the  placenta,  but 
gave  off  a  large  arterial  branch,  which,  coursing  along  the 
margin  of  the  placenta,  became  continuous  with  the  single 
umbilical  artery  of  the  monster.  The  umbilical  vein  of 
the  monster  was  also  connected  with  the  umbilical  vein  of 
the  healthy  twin.  The  explanation  given  by  Claudius  of 
the  origin  and  working  of  this  curious  circulatory  anomaly 
is  worth  reproducing. 

He  supposes  that  at  an  early  date  an  anastomosis  of 
the  vessels  of  the  two  foetuses  occurs.  The  heart  of  one 
foetus  being  slightly  stronger  than  that  of  the  other  the 
circulation  through  the  umbilical  vessels   of  the  weaker 
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one  is  gradually  impeded;  it  receives  less  and  less  blood 
from  tiie  placenta,  and  at  length  receives  all  its  blood 
from  the  healthy  foetus.  The  current  of  blood  in  its 
umbilical  vessels  is  now  reversed  ;  it  receives  blood 
through  its  umbilical  artery  (blood,  be  it  remembered,  which 
has  already  circulated  through  the  healthy  foetus),  and 
returns  blood  through  the  umbilical  vein. 

When  this  stage  is  reached,  it  has  become  a  mere 
passive  appendage  to  the  circulation  of  the  healthy  foetus. 
Its  heart,  being  now  unnecessary,  degenerates,  and  its 
circulation  is  carried  on  entirely  by  the  agency  of  the 
healthy  foetus.  Its  imperfect  development,  and  the 
extraordinary  preponderance  of  embryonic  connective 
tissue  in  its  composition,  is,  at  any  rate,  partly  explained 
by  the  fact  that  it  is  supplied  entirely  with  venous  blood. 

It  has  been  observed  that  monsters  of  this  kind  only 
occur  in  twin  labours,  and  that  one  child  is  always  well 
developed.  May  we  not  justly,  in  such  cases,  regard  the 
phenomenon  as  an  intra-uterine  ''  struggle  for  existence  " 
with  the  necessary  result  of  the  "  survival  of  the  fittest  ?  " 

Dr.  Hicks  called  attention  to  a  paper  by  Dr.  Goodhart  and 
himself,  in  the  *  Guy's  Reports,'  showing  dissections  of  similar 
monsters,  which  had  been  supposed  by  some  to  be  a  budding  from 
the  other  foetus  in  very  early  states,  being  without  heart,  lungs, 
having  a  very  short  intestinal  tube,  and  alw^ays  deriving  its  blood 
from  the  other  foetus.  Sometimes  these  abnormalities  were  in 
shape  like  an  oval  ball,  the  vessels  entering  into  the  middle  of 
one  side. 
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EEPORT  OF  A  CASE  OF  FATAL  EMBOLISM  OF 
THE  RIGHT  HEART  AND  PULMONARY 
ARTERY  NINETEEN  DAYS  AFTER  DELI- 
VERY, WITH  A  FEW  CLINICAL  REMARKS. 

By  George  Roper,  M.D 

PHYSICIAN  TO  THE  EASTERN   DIVISION  OF  THE  ROYAL  MATERNITY  CHAEITY  J 

PHYSICIAN    TO   THE    ROYAL   INFIRMARY   FOR   WOMEN   AND 

CHILDREN,  WATERLOO   BRIDGE   ROAD. 

On  the  18tli  of  March,  1878,  at  5  a.m.,  I  was  called  by 
one  of  the  midwives  of  the  Royal  Maternity  Charity,  to 
visit  M.  B — ,  set.  25,  who  had  just  been  delivered  of  her 
fifth  child.  She  was  a  healthy  woman,  and  her  labour 
had  been  good,  but  the  placenta  was  retained.  There 
had  been  only  a  slight  degree  of  flooding,  not  sufficient  to 
produce  faintness.  The  placenta  was  simply  retained, 
being  partly  in  the  vagina,  and  was  easily  removed.  A 
dose  of  ergot  was  given  before  its  removal.  The  uterus 
contracted  well  and  there  was  no  further  flooding.  She 
did  well  till  the  third  day,  when  a  severe  pain  attacked  her 
in  the  lower  part  of  the  right  side  of  the  chest  anteriorly. 
The  pain  was  greatly  aggravated  on  respiration.  The 
respiratory  murmur  at  the  base  of  the  right  lung  was 
everywhere  perfect,  and  no  pleuritic  rub  could  be  heard. 
There  was  some  abdominal  distension,  and  pain  not 
increased  by  pressure.  These  symptoms  were  treated 
by  large  doses  of  opium,  and  at  the  end  of  three  days 
she  seemed  to  be  quite  well.  At  this  time  I  found  her 
sitting  up  by  the  fire,  and  I  told  her  I  should  not 
see  her  again  as  I  thought  her  convalescent,  but  if 
any  further  trouble  should  happen  she  was  to  send  for  me. 
At  the  end  of  the  report  in  my  case  book  I  made  the 
remark  "  convalescent  at  last  visit."  This  was  on  the 
sixth  day  after  delivery.  On  the  twelfth  day  after  deli- 
very I  was  requested  to  see   her  as  she  was   severely  ill. 
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I  found  her  breathing  with  the  greatest  difficulty,  respira- 
tions 60  in  a  minute.  She  was  struggling  for  breath 
and  felt  a  sensation  of  impending  suffocation.  The  in- 
spii-ations  were  of  the  deepest  and  most  forced  kind ; 
every  voluntary  effort  she  could  make  was  used  to  inhale 
air.  There  was  no  pain  on  respiration,  but  her  distress 
in  breathing  was  terrible  to  witness.  Her  whole  body 
was  agitated  by  the  voluntary  muscular  effort  to  assist 
each  respiratory  act.  The  features  were  not  bloated,  as  in 
the  dyspnoea  of  bronchitis  or  pneumonia,  nor  were  they 
at  any  period  of  her  illness,  but  were  rather  sharp  and 
pinched,  as  in  collapse.  Pulse  160  ;  temperature  for  the 
most  part  normal,  never  exceeding  99°.  She  complained 
of  being  chilly,  and  the  extremities,  as  felt  by  the  hand, 
seemed  to  be  cold.  Urine  plentiful,  sp.  gr.  1020,  acid, 
and  free  from  albumen. 

With  few  exceptions,  I  saw  her  three  or  four  times 
daily  till  her  death  and  so  great  was  her  dyspnoea  through- 
out the  whole  time,  that  I  each  day  scarcely  expected  her 
to  be  alive  at  the  next  visit.  In  the  whole  course  of  her 
illness  there  was  scarcely  any  variation  in  her  symptoms 
and  sufferings.  She  had  no  oedema  of  the  extremities, 
but  the  end  of  the  nose  became  ecchymosed  by  blood 
extravasated  beneath  the  skin,  and  there  were  several 
similar  mulberry  coloured  patches  on  the  back  of  the 
hands  and  forearms. 

No  morbid  cardiac  sounds  to  be  detected  at  any  period 
of  the  illness.  There  were  no  physical  signs  of  pul- 
monary disease  till  within  three  days  of  her  death,  when 
bronchial  rales  were  heard  over  both  lungs  anteriorly, 
except  at  their  apices.  I  believe  I  could  at  one  time 
hear  a  friction  sound  posterioi^ly  between  the  scapulae, 
synchronous  with  the  action  of  the  heart.  Posteriorly,  at 
this  time,  there  were  dulness  on  percussion,  fine  crepitation 
and  tubular  breathing  on  both  sides,  and  there  was  a  scanty 
well-mai'ked  pneumonic  expectoration  of  a  dense  kind 
free  from  air.  At  no  time  did  she  complain  of  pelvic  trouble, 
nor  could  any  mischief  be  discovered  on  examination  per 
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varjinam.  During  several  days  of  her  illness,  Dr.  Herman  saw 
her  with  me,  and  on  two  or  three  days  he  entirely  attended 
her  for  mo.  She  died  on  the  nineteenth  day  after  delivery, 
having  struggled  on  for  eight  days  in  a  state  of  terrible 
suffering  from  dyspnoea.  A  post-mortem  examination  was 
made  by  Dr.  Edwin  Burrell  thirty-three  hours  after  death. 
Dr.  Herman,  Mr.  Hopkins,  and  myself  being  present. 
Rigor  mortis  well  marked  ;  body  well  nourished ;  ecchy- 
mosis  extending  over  the  whole  of  the  end  of  the  nose. 
There  was  severe  perihepatitis ;  the  convex  surface  of  the 
liver  everywh-ere  adherent  to  the  diaphragm  by  a  recent 
deposit  of  thick  greenish-yellow  fibrin.  The  under 
surface  of  the  liver  was  adherent  at  a  small  point  to  the 
transverse  colon  by  recent  inflammatory  exudation.  There 
was  no  general  peritonitis.  The  left  fimbriated  extremity 
of  the  Fallopian  tube  was  adherent  to  the  fundus  of  the 
uterus  by  recent  inflammatory  product.  The  veins  of  the 
right  broad  ligament  and  the  plexus  of  veins  surrounding 
the  cervix  and  lower  portion  of  the  uterus  were  plugged 
with  clotted  blood,  much  of  which  was  of  very  pale  colour. 
The  uterine  substance  and  its  mucous  membranes  were 
free  from  marks  of  inflammation.  The  visceral  and 
parietal  layers  of  the  pleurae  were  almost  universally  in- 
flamed and  covered  by  a  deposit  of  greenish-yellow  fibrin, 
and  the  left  pleural  cavity  contained  a  considerable  quan- 
tity of  fluid.  The  substance  of  each  lung  posteriorly  at 
the  base  was  inflamed. 

Dr.  Sutton  kindly  gave  me  his  opinion  as  to  the  nature  of 
this  inflammation.  He  had  no  doubt  that  it  was  of  pyaemic 
origin,  as  it  had  occurred  in  isolated  patches  or  nodules. 
The  substance  of  the  liver  was  healthy,  and  the  kidneys 
were  free  from  disease.  Head  not  examined.  I  carefully 
preserved  the  heart  entire,  and  dissected  out  the  large 
blood-vessels,  and  then  made  incisions  into  its  cavities. 
Dr.  Goodhart  subsequently  examined  it,  and  has  kindly 
sent  me  the  following  report  : — "  With  reference  to  the 
speciment  of  heart  you  asked  me  to  examine,  there  can  be 
no   doubt,  from  the   shape  of  the  clot,  that  the  case  was 
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one  of  pulmonary  embolism.  The  only  question  is  whence 
came  it  ?  From  the  appearance  of  the  clot  in  the  right 
auricle,  I  believe  that  there  has  been  a  primary  dislodg- 
ment  of  clot  from  the  sapheiia  or  other  veins,  which  has 
become  caught  in  the  right  auricle,  that  further  clot  has 
formed  around  this  in  situ,  and  that  a  portion  of  this  has 
become  dislodged  and  forms  the  pulmonary  embolism. ^^ 

Dr.  F.  Charlewood  Turner  has  kindly  furnished  me  with 
the  following  microscopic  report  of  his  examination  of  the 
specimen  : — "  Examining  the  sections  from  the  specimens 
you  gave  me,  it  appears  that  the  greater  part  consists  of 
blood-clot  formed  in  the  ventricle  in  different  stages.  The 
recent  clot  is  distinguishable  by  its  colour.  The  homo>- 
geneous-looking  decolorised  part  seen  in  close  relation  with 
the  heart-wall  consists  in  chief  part  of  clot  of  some  date, 
from  which  the  red  corpuscles  have  entirely  disappeared, 
and  consisting  of  a  very  delicate  network,  in  the  meshes 
of  which  leucocytes  are  seen,  without  any  distinct  blood- 
vessels, but  apparently  having  fine  channels  running 
through  it,  evidently  maintaining  its  vitality  somehow. 
In  other  parts  stratified  clot  is  seen  between  the  columnae 
carneae,  more  or  less  degenerating.  The  muscular  tissue 
of  the  heart's  wall  adjacent  to  these  last  is  seen  to  be 
infiltrated  to  some  extent  by  a  nucleated  tissue  running 
along  the  vessels  between  the  bundles  and  individual 
fibres,  apparently  a  slight  degree  of  myocarditis.  The 
endocardium  here  was  also  slightly  thickened  and  nucleated. 
At  the  surface  of  the  heart  an  increase  of  connective  is 
notable,  with  some  fatty  infiltrations  continuous  with  the 
surface  adipose  tissue.  In  most  parts  the  muscular  bundle 
and  muscular  fibres  seem  surrounded  by  some  excess  of 
fibrous  tissue.'' 

I  have  wished  to  bring  this  case  before  the  Society 
because  the  records  of  such  cases  in  which  the  diagnosis 
seem  indisputable  during  life  (and  its  correctness  was 
verified  by  examination  after  death)  are  not  numerous. 
One  other  case  has  occurred  in  my  practice  in  the  Royal 
Maternity  Charity,  which  is  published  in  the  '  Obstetrical 
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Journal  of  Great  Britain/  vol.  iv,  p.  174.  Post-mortem 
examination  showed  that  the  embolus  had  lodged  in  a 
smaller  branch  of  the  right  pulmonary  artery,  and  the 
subsequent  plugging  had  occurred  in  a  direction  towards 
the  heart  till  it  reached  the  main  trunk,  and  then  occluded 
the  left  pulmonary  artery,  when  sudden  death  took  place. 

In  the  case  now  before  the  Society  the  embolus  lodged 
in  one  of  the  cavities  of  the  right  heart,  as  seen  in  the 
accompanying  specimen.  The  manipulation  which  the 
heart  has  undergone  has  caused  the  clots  to  drop  from  the 
pulmonary  artery  itself  ;  they  are,  therefore,  not  now  to  be 
seen  there  in  situ.  Both  these  cases  are  secondary  from 
the  occurrence  of  detached  clots — clots  carried  along  the 
blood- current  and  arrested  at  a  remote  part.  In  the 
present  case  there  is  every  reason  to  believe  that  the 
original  seat  of  thrombosis  was  in  the  veins  of  the  broad 
ligament  or  in  the  plexus  of  veins  surrounding  the  cervix 
and  lower  part  of  the  uterus.  It  is  not  to  be  doubted  that 
the  periuterine,  the  perihepatic,  and  pleuritic  inflamma- 
tions, and  the  pneumonia,  were  of  septicaemic  origin.  The 
correlation  of  the  original  thrombus  in  the  veins  with  the 
septicaemia  affords  a  debatable  question  as  to  priority.  It 
is,  however,  not  my  intention  to  speak  beyond  the  mere 
clinical  bearing  of  these  cases,  as  the  subject  has  recently 
been  ably  brought  before  the  Society  by  Dr.  Playfair 
('  Obstet.  Soc.  Trans.,'  vol.  xvi)  and  fully  discussed.  My 
chief  object  is  to  secure  for  this  terrible  disease  a  certain 
recognition  during  life  by  its  signs  and  symptoms.  When 
a  patient  recovers,  the  correctness  of  the  diagnosis  may  be 
open  to  doubt.  Dr.  Bristowe,  a  good  authority  on  this 
subject,  when  speaking  of  cardiac  thrombosis  {'  Theory 
and  Practice  of  Medicine,'  p.  565),  says  :  "  It  is  not  easy 
to  specify  symptoms  by  which  clots  formed  in  the  heart 
daring  life  may  be  recognised.  It  is  possible,  of  course, 
that  they  may  occasionally,  from  their  position,  interfere 
with  the  due  action  of  the  valves,  and  so  induce  endo- 
cardial murmurs ;  but  it  is  certain  that  in  the  great 
majority  of  cases  they  have  no  such  effect.''      In  this  case 
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the  cardiac  sounds  were  repeatedly  examined  without  the 
detection  of  the  slightest  murmur,  and  during  the  first 
four  or  five  days  of  the  illness  the  respiratory  sounds  of 
both  lungs  were  everywhere  perfect.  Dr.  Herman  can 
confirm  my  observations  on  these  points.  There  could  be 
only  one  conclusion,  that  at  the  beginning  of  the  illness, 
and  for  several  days  of  its  continuance,  there  was  an  utter 
absence  of  all  physical  signs  of  heart  or  lung  affection. 
The  absence,  then,  of  signs  by  auscultation  and  percussion 
in  this  case  confirm  the  statement  of  Dr.  Bristowe,  which 
I  have  quoted.  But  how  are  we,  with  nothing  seemingly 
wrong  with  heart-sounds  and  the  sounds  of  respiration,  to 
account  for  this  terrible  dyspnoea  ?  I  had  no  doubt  when 
I  first  saw  this  patient  after  she  was  attacked  with  dys- 
pnoea, that  she  was  suffering  from  thrombosis  or  embo- 
lism of  the  heart  or  pulmonary  artery.  There  seemed  to  me 
to  be  no  other  explanation  of  her  frightful  suffering,  and  I 
can  only  feel  that  in  a  like  case  we  must  be  driven  to  the 
conclusion  that  this  severe  dyspnoea,  coupled  with  a  his- 
tory of  recent  delivery,  is  pathognomonic  of  cardiac 
thrombosis  or  embolism. 

I  may  here  relate  a  singular  clinical  incident  as  bearing 
on  the  absence  of  a  murmur  in  a  case  of  severe  heart 
disease.  A  gentleman  had  had  rheumatic  fever,  which 
left  him  with  signs  indicating  considerable  damage  of  the 
aortic  valves.  He  had  a  systolic  basic  bruit  of  the  harshest 
and  loudest  kind.  This  was  followed  by  hypertrophy  and 
subsequent  dilatation  of  the  heart.  He  had,  however, 
been  able  to  live  some  years  after  in  tolerable  health  ;  but 
one  day  he  was  seized  with  slight  symptoms  of  acute 
rheumatism,  accompanied  by  severe  paroxysms  of  dys- 
pnoea. He  was,  for  an  hour  or  two,  in  a  state  of  impend- 
ing suffocation.  His  distress  from  difficulty  of  breathing 
much  resembled  that  connected  with  the  dyspnoea  of  car- 
diac thrombosis,  yet  from  the  commencement  of  his  attack 
of  dyspnoea  the  loud  harsh  bruit  entirely  ceased.  Dr. 
King  Chambers  saw  him  several  times  in  consultation 
with  me,  and  from  the  absence  of   all  physical    signs  he 
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was  unwilling  to  believe  in  the  existence  of  valvular 
disease.  The  physical  signs  pointed  simply  to  a  large 
dilated  heart.  He  lived  on  in  the  same  state  for  three 
weeks.  On  examination  after  death  the  aortic  valves 
were  found  to  be  hard,  shrivelled,  and  very  rough.  On 
their  convex  surfaces  there  was  a  soft  gelatinous  deposit 
of  fibrin,  which  had  nearly  occluded  the  aortic  orifice ; 
this  was  easily  scraped  off  and  old  disease  of  the  valves  was 
exposed.  Here  was  a  case  in  which  recent  disease  had 
obliterated  the  signs  of  an  old  one.  The  explanation  of 
the  cessation  of  the  bruit  seems  to  be  that  the  recent 
deposit  of  soft  fibrin  on  the  diseased  valves  had  so  much 
obstructed  the  aortic  orifice  that  only  a  very  small  stream 
of  blood  could  pass  through  it,  a  stream  so  small  in 
volume  and  so  little  in  force  as  to  be  unable  to  produce  a 
bruit.  The  same  kind  of  explanation  may,  I  think,  be 
given  for  the  absence  of  a  murmur  when  a  large  clot 
occupies  one  of  the  cavities  of  the  heart.  The  blood 
stream  then  passing  through  the  heart  is  much  diminished 
in  force  and  volume ;  it  can  only  filter  through  the  ventricle 
in  a  very  small  current  by  passing  between  the  surface  of 
the  clot  and  the  inner  wall  of  the  ventricle.  Whether 
this  explanation  be  correct  or  not,  it  is  certain,  as  in  the 
specimen  before  the  Society,  that  a  large  mass  of  clot  may 
occupy  the  right  cavities  of  the  heart  during  life  without 
producing  a  murmur,  and  that  a  recent  deposit  of  fibrin 
can  remove  a  harsh  and  loud  bruit  resulting  from  old 
valvular  disease.  In  conclusion,  I  would  observe  that, 
given  a  case  of  a  woman  who  has  recently  been  delivered, 
with  or  without  any  existing  local  inflammation,  but 
more  especially  with  signs  of  inflammation  about  the 
pelvic  organs  and  structures,  however  slight,  with  the 
presence  of  severe  dyspnoea,  such  as  existed  in  the  case  I 
have  just  reported,  and  with  the  absence  of  physical 
signs  of  cardiac  and  pulmonary  disease,  we  shall  most 
frequently  find  that  it  is  one  of  cardiac  or  pulmonary 
thrombosis  or  embolism. 
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CASE  OF  ABORTION,  FOLLOWED    BY  SEPTICE- 
MIA AND  FATAL  CARDIAC  THROMBOSIS. 

By  J.  T.  MusGRAVE,  L.R.C.P.  Ed. 

Mrs  — ,  £et.  32^  a  fair  delicate  woman,  tlie  mother  of  four 
children,  when  pregnant  rather  over  three  months,  mis- 
carried on  October  6th.  She  was  not  seen  by  a  medical  man 
until  five  hours  after  the  occurrence,  and  lost  a  large 
quantity  of  blood.  The  placenta  did  not  come  away  for 
several  days,  and  then  only  in  fragments,  some  being 
removed  by  an  instrument,  the  discharge  having  been 
very  offensive.  She  progressed  apparently  favorably,  was 
ordered  wine  and  nourishment,  and  on  the  21st  was  carried 
down  to  the  drawing-room,  when  she  had  a  violent  rigor. 
I  was  requested  to  see  her  on  the  next  morning,  and  found 
her  in  the  following  condition : — She  looked  perfectly 
bloodless,  the  temperature  104^°,  pulse  140,  and  she  com- 
plained of  great  pain  in  the  lower  part  of  the  abdomen. 
I  found  no  tympanitis,  but  much  tenderness  on  pressure 
over  the  uterus  and  in  the  right  iliac  fossa,  and  on  making 
a  vaginal  examination  the  uterus  was  large  and  tender,  and 
a  mass  as  large  as  an  orange  occupied  the  right  broad 
ligament.  There  was  no  discharge  or  unpleasant  odour. 
The  bowels  were  very  relaxed,  and  had  been  for  two  days, 
as  she  had  taken  a  calomel  powder  as  she  fancied  herself 
bilious.  I  ordered  turpentine  stupes  to  be  applied  to  the 
abdomen,  to  be  followed  by  linseed  poultices,  the  vagina 
to  be  injected  with  hot  poppy  decoction  with  Condy's 
fluid,  and  a  morphia  suppository  to  be  inserted  at  night, 
with  chalk  mixture  and  opium  to  check  the  diarrhoea,  and 
beef  tea,  milk,  and  champagne,  as  diet. 

October  23rd. — Her  condition  was  rather  more  satisfactory. 
The  diarrhoea  had  ceased;  the  temperature  103 4°,  and  the 
pulse  130.  She  had  quinine  and  bromide  of  potassium. 
She  continued  to  improve  until  the  30th,  had  slept  better, 
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had  less  pain,  and  felt  more  inclination  for  food,  but  tlio 
temperaturehad  never  been  less  than  102|°orthe  pulse  under 
130.  On  this  day  she  complained  of  feeling  more  ill. 
She  had  a  slight  cough  and  the  respiration  was  a  little 
hurriedj  and  the  temperature  had  risen  again  to  103|°.  I 
requested  Dr.  Playfair  to  see  her,  which  he  did,  and 
detected  a  bruit  over  the  right  ventricle.  He  suggested 
she  should  take  Tinct.  Ferri  Sesquich.  ;  and  chloral  and 
nepenthe  at  bedtime^  and  to  continue  the  same  diet.  She 
improved  considerably  and  on  my  visit  on  Saturday,  Novem- 
ber 2nd,  said  that  she  had  neverfelt  so  well  or  free  from  pain 
since  she  had  been  ill,  and  asked  to  have  a  partridge  for  her 
dinner.  I  had  not  left  the  house  half  an  hour  when,  on 
being  slightly  raised  in  bed  to  take  some  food,  she  com- 
plained of  a  sudden  violent  pain  in  the  chest.  Her  friends 
thinking  she  had  fainted  called  in  a  medical  man  near  at 
hand,  who  gave  her  brandy,  and  on  my  arriving  shortly  after 
I  found  the  heart  pulsating  most  violently,  the  respiration 
hurried,  50  in  the  minute,  and  the  countenance  most  dis- 
tressed. From  the  symptoms  there  appeared  little  doubt 
that  there  was  a  clot  in  the  right  side  of  the  heart,  and  Dr. 
Playfair,  who  saw  her  at  5,  then  confirmed  this  opinion. 
Ether,  ammonia,  and  stimulants  were  administered, 
mustard  poultices  applied  over  the  region  of  the  heart,  and 
hot  water  bottles  to  the  feet,  but  she  gradually  sank  and 
died  at  3  a.m.  on  Monday,  November  4th,  being  conscious 
to  the  last  moment,  the  hearths  action  gradually  getting 
weaker,  and  the  respiration  more  feeble. 

Dr.  Barnes  thought  these  cases,  especially  Dr.  Eoper's,  were 
of  inestimable  value  as  clinical  records.  Both  illustrated  a  theory 
as  to  the  genesis  of  thrombosis,  upon  which  he  had  often  dwelt. 
The  immediate  exciting  cause  of  thrombosis  seemed,  in  the  great 
majority  of  cases,  to  be  the  ingestion  of  septic  matter  into  the 
blood.  The  blood  of  pregnant  women  was,  as  we  know,  highly 
charged  with  fibrin  ;  it  was  highly  coagulable,  but  during  preg- 
nancy thrombosis  was  rare.  He  had  only  seen  two  or  three  clear 
cases.  The  explanation  was  that  during  pregnancy  there  was  no 
septic  matter  supplied.  But  after  labour,  when  involution  set  in, 
then  this  was  rapidly  poured  into  the  blood,  and  if  the  glandular 
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system,  liver,  kidneys,  skin,  mucous  membrane  of  intestinal  tract 
were  not  in  good  working  order,  noxious  matter  would,  accu- 
mulate in  the  blood,  and  thrombos^is  might  ensue.  This  precipi- 
tant, tbe  product  of  involution,  might  be  enough,  as  was  appa- 
rently proved,  by  a  case,  recently  dying  after  premature  labour, 
at  St.  Greorge's.  The  uterus  was  fairly  contracted,  its  interior 
quite  healthy,  but  there  was  lardaceous  degeneration  of  both 
liver  and  kidneys,  so  that  their  excreting  power  was  impaired. 
(In  this  case  there  was,  however,  as  almost  always  in  phlegmasia 
dolens,  pelvic  cellulitis.)  More  commonly  it  happened  that  the 
precipitant  was  septic  matter  in  the  uterus  or  its  sinuses,  the 
product  of  decomposition.  This  entering  the  veins  and  lym- 
phatics would  coagulate  the  blood  in  loco.  And  in  cases  such  as 
Cruveilhier  called  "  suppurative  phlebitis,"  when  the  poison  was 
intense  and  copious,  and  the  glandular  system  perhaps  damaged, 
imperfect  clotting  might  extend  from  the  pelvic  and  iliac  veins  up 
along  the  vena  cava  as  far  as  the  heart. 

Dr.  CoBT  said  cases  of  this  kind  show,  I  think,  the  importance 
of  rest  after  labour  or  miscarriage  as  long  as  any  offensive  dis- 
charge continues.  How  often  do  we  hear  of  women  getting  up 
early  and  taking  cold,  i.e.  they  have  rigors,  probably  from  the 
absorption  of  septic  matter  into  the  blood.  Exertion  may  be  the 
cause  of  this.  We  certainly  see  the  good  results  of  leaving 
external  wounds  at  rest,  even  though  they  be  bathed  with  fetid 
pus,  yet  as  long  as  the  surface  remains  undisturbed  absorption 
does  not  take  place ;  disturb  and  break  up  the  filtering  surface 
and  you  get  all  the  symptoms  of  septicaemia. 

Dr.  Gervis,  after  referring  to  the  great  value  of  Dr.  Roper's 
paper,  wished  to  add  his  testimony  to  that  of  Dr.  Barnes  as  to 
the  great  preponderance  of  septicsemia  as  a  cause  of  thrombosis. 
Indeed,  in  the  case  of  phlegmasia  dolens,  he  would  go  beyond 
Dr.  Barnes,  and  say  that  he  believed  in  every  case,  even  in  those 
in  which  Dr.  Barnes  had  said  there  might  be  a  "clean  uterus," 
careful  examination  of  the  pelvis  would  discover  indications  of 
pelvic  inflammation,  the  result,  it  might  be,  of  some  vaginal  ulcera- 
tion which  had  healed,  the  uterus  itself  not  becoming  affected. 
He  would  like  to  ask  the  President  as  to  the  exact  character  of  the 
sounds  heard  by  him  over  the  right  ventricle  in  Mr.  Musgrave's 
case. 

Dr.  Hicks  also  said  that  the  septicsemic  origin  of  cardiac 
thrombosis  also  taught  us  that  in  reckoning  up  the  ill  doing  after 
labour  we  must  include  these  amongst  the  rest,  and  not  take  the 
actual  death-rate  as  a  criterion  of  the  ill  effects  of  any  evil 
influence.  But,  at  the  same  time,  he  thought  we  must  not  overlook 
the  tendency  which  haemorrhage  alone  has  to  permit  coagulation 
within  the  circulation,  and  narrated  a  case  where  the  patient  for 
two  weeks  did  quite  well,  had  a  severe  haemorrhage,  and  three 
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days  after  had  symptoms  of  cardiac  disturbance,  quite  similar  to 
the  case  narrated,  and  suddenly  died  on  the  sixth  day  after  the 
haemorrhage,  and  about  three  weeks  after  delivery.  In  this  case 
there  had  been  no  local  inflammation,  as  proved  by  examination. 

Dr.  John  Williams  asked  whether  in  Dr.  Eoper's  case  the 
dyspnoea  came  on  after  any  sudden  exertion.  He  referred  to  a 
recent  case  of  embolism  after  post-partum  cellulitis,  phlegmasia 
dolens,  and  pelvic  abscess.  After  the  opening  of  the  abscess  the 
patient  was  doing  well,  when  she  got  up  and  made  a  slight  effort, 
which  was  followed  by  a  rigor.  She  died  in  three  days,  and 
multiple  small  abscesses  were  found  in  the  lungs,  set  up  by 
emboli,  which  had  been  carried  from  a  thrombosis  of  the  external 
iliac  veins.  He  had,  however,  seen  thrombosis  of  the  pulmonary 
arteries  in  phthisis  without  anything  septic.  Was  there  pelvic 
cellulitis  in  Dr.  Barnes'  case  ?  He  had  never  seen  phlegmasia 
doleus  without  it. 

Dr.  Baenes  replied  there  had  been  cellulitis,  but  no  suppu- 
ration. 

Dr.  Beaxton  Hicks  said  that  the  low  circulation  from 
anaemia  after  excessive  haemorrhage  had  often  much  to  do  with 
tiiroraboais.  He  had  seen  a  case  of  probable  embolism  with 
thrombosis  without  any  evidence  of  cellulitis  or  enlargement  of 
the  uterus. 

Dr.  Edis  remarked  that,  in  cases  of  septicaemia  attended  or  not 
by  blocking  of  any  of  the  veins,  the  profession  was  unanimous  in 
insisting  upon  the  most  absolute  rest  and  quiet,  in  order  to  avoid 
any  risk  of  thrombosis.  He  thought  though  it  was  possible  that 
by  insisting  too  rigorously  upon  the  recumbent  position  during 
the  first  nine  days  following  a  confinement,  more  especially  if  we 
had  any  reason  to  believe  that  any  clots  were  retained  in  utero, 
or  where  the  lochia  were  at  all  offensive,  we  incurred  the  risk  of 
producing  that  which  we  were  always  so  anxious  to  avoid,  viz. 
septicaemia,  by  preventing  the  escape  of  putrid  discharges. 
Allowing  the  patient  to  sit  up  for  a  few  minutes  at  a  time,  more 
especially  when  the  bladder  or  bowels  were  relieved,  when  a 
certain  amount  of  straining  always  took  place,  would  enable  any 
discharges  to  drain  away  more  effectually,  and  also  facilitate  the 
expulsion  of  any  clot  remaining  in  utero,  and  which,  otherwise, 
might  become  decomposed  and  give  rise  to  serious  danger.  It 
was  well  to  correct  occasionally  the  traditions  of  the  past  by 
bringing  to  bear  upon  them  the  experience  of  the  present. 
Many  a  case  of  so-called  auto-genetic  puerperal  fever  might 
probably  have  been  prevented  had  we  not  been  afraid  to  depart 
from  the  universal  custom  of  enjoining  absolute  rest,  or  had  been 
more  careful  in  insisting  upon  the  employment  of  the  syringe 
with  some  disinfecting  lotion  during  the  first  few  weeks  following 
delivery. 
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Dr.  EoPEE,  in  reply,  remarked  that  the  chief  object  in  reporting 
this  case  was  to  secure  if  possible  a  certain  recognition  of  this 
disease  by  signs  -which  existed  during  life.  Dr.  Playfair,  in  his 
remarks  on  Dr.  Musgrave's  case,  chiefly  founded  his  diagnosis  on 
the  presence  of  a  murmur  heard  at  the  base  near  the  pulmonary 
valves.  As  a  post-mortem  examination  was  not  made  there  could 
not  for  certainty  be  said  that  there  was  thrombosis  or  embolism. 
AVhen  we  reflect  that  in  most  of  these  cases  there  had  been  severe 
flooding  (and  this  occurred  in  Dr.  Musgrave's  case),  we  are  then 
sure  to  have  an  anfemic,  aortic  bruit  of  the  loudest  kind.  The 
heart  is  also  tumultuous  in  its  action.  There  could,  however, 
from  the  liistory  of  Dr.  Musgrave's  case,  the  character  of  its 
symptoms,  and  the  mode  of  death,  be  no  doubt  as  to  its  nature. 
In  Dr.  Eoper's  case,  by  repeated  examinations  extending  over  a 
week  during  life,  no  bruit  could  be  detected.  The  quotation 
from  Dr.  Eristowe's  work  aftbrds  the  strongest  evidence  that 
bruits  are  for  the  most  part  absent.  With  regard  to  septicaemia 
being  the  first  step  in  puerperal  thrombosis,  in  each  of  Dr. 
Eoper's  cases  there  was  first  of  all  septicaemia.  It  must,  bov,-- 
ever,  be  borne  in  mind  that  septicaemia  is  not  necessarily  the 
cause.  The  thrombosis  may  form  from  a  condition  inherent  in 
the  blood  itself  There  may  be  an  excess  of  fibrin  and  a  great 
tendency  of  the  fibrin  to  undergo  spontaneous  coagulation.  In 
most  of  these  cases  there  had  been  flooding,  an  occurrence  greatly 
favouring  coagulation.  In  reply  to  Dr.  John  "Williams,  as  to 
whether  the  first  symptoms  came  on  after  exertion,  Dr.  Eoper 
said  that  the  patient  was  reposing  in  bed  when  first  seized  with 
the  dyspnoea. 


APRIL  2nd,  1879. 

W.  S.  Playpair,  M.D.,  F.R.C.P.,  President,  in  the  Chair. 

Present — 55  Fellows  and  5  visitors. 

Books  were  presented  by  Dr.  H.  W.  Acland,  Dr. 
Rustomjee  N.  Khory,  Dr.  Owen  Rees,  and  the  Royal 
College  of  Physicians. 

Dr.  Owen  Rees  also  presented  to  the  Society  Dr. 
Blundell's  apparatus  for  transfusion,  in  a  mahogany  case. 

Thomas  Lawrence  Read,  M.R.C.S.,  was  admitted  as 
Fellow  of  the  Society. 

Charles  Verrall  WiUett,  M.R.C.S,  (Brandon,  Suffolk). 
was  declared  admitted. 

The  following  gentlemen  were  elected  Fellows  : — Alban 
H.  G.  Doran,  F.R.C.S.  ;  Charles  L.  Evershed,  M.R.C.S. 
(Arundel)  ;  Sir  Joseph  Fayrer,  M.D. ;  Thomas  W.  H. 
Garstang,  M.R.C.S.  ;  George  J.  McKeough,  M.B.;  George 
E.  Moore,  M.B,  (Maidenhead) ;  Robert  R.  Stillwell,  M.D. 
(Beckenham)  ;  J.  Knowsley  Thornton,  M.B. ;  Edward  W. 
Tait,  M.R.C.S.  ;  and  William  B.  Willans,  F.R.C.P.  Ed. 
(Great  Hadham,  Herts). 

The  following  gentlemen  were  proposed  for  election  : — 
Walter  S.  A.  Griffith,  M.R.C.S.  ;  Thomas  Wells  Hubbard, 
M.R.C.S  .(Lenham,  Kent)  ;   Hormasji  Dossabhai  Pesikaka, 
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L.R.C.P.  Ed.  (Bombay)  ;   Robert  F.  Phibbs,  L.R.C.P.  Ed.  ; 
and  Fredk.  Ogilby  Ross,  M.B.,  B.A.  Dublin. 

Dr.  Godson  read  the  description  of  a  double  monster 
whicli  had  been  dissected  for  him  since  he  exhibited  it  to 
the  Society  in  July,  1878. 

These  two  foDtuses  are  apparently  of  about  six  months' 
development.  All  the  limbs  are  well-formed  and  distinct. 
The  two  heads  are  both  well  formed  and  also  distinct. 
The  line  of  union  extended  from  the  inter-clavicular 
notch  for  six  inches  down  to  near  the  umbilici,  which 
were  separate.  There  were  two  distinct  and  completely 
formed  cords.  The  skin  around  the  umbilici  was  much 
thinned.  On  removing  the  skin  the  abdominal  muscles, 
oblique  and  recti,  were  of  the  right  number  and  consider- 
ably developed.  In  the  front  of  the  thorax  the  union  was 
formed  by  a  junction  of  the  costal  cartilages  of  the  one  to 
those  of  the  other.  In  the  lateral  wall  of  union  there  is 
one  rudimentary  sternum.  Each  has  two  clavicles,  and 
the  pectoral  muscles  are  large  and  well  developed,  the 
origins  of  the  opposite  muscles  slightly  interdigitating. 

Interior  of  thorax. — The  pericardial  cavity  is  large  and 
common  to  both.  The  two  hearts  are  well  formed  and 
completely  distinct,  each  having  the  usual  number  of 
vessels,  but  one  was  transposed  to  the  right  side,  so 
that  its  apex  lay  immediately  opposite  to  and  in  contact 
with  the  apex  of  the  other.  Though  the  heart  was 
transposed,  its  cavities  and  their  vessels  were  in  their 
normal  relation.  The  thymus  gland  is  well  formed  in 
each.  The  pleural  cavities  were  quite  distinct,  and  the 
lungs  normal  in  number,  one  pair  to  each  foetus. 

Cavity  of  abdomen. — The  diaphragm  is  common  to  both, 
forming  a  large  dome.  The  liver  is  common  to  both  ;  it 
appears  to  consist  of  two  of  normal  shape,  but  adhering 
by  their  posterior  surface  to  each  other.  The  anterior 
surfaces  look  respectively  outwards,  facing  the  line  of 
communication.  Between  the  two  masses  of  liver  there 
was   a   prismatic    cavity   with    the   apex    upwards.      The 
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umbilical  veins  enter  one  at  each  side.  The  gall-bladder 
is  not  developed  in  either.  The  stomach  of  each  was  in 
its  rie"ht  position  and  normal  in  shape  ;  the  small  intes- 
tine running  from  each  is  one  and  a  half  inch  long,  and 
then  opens  into  a  triangular  cavity  situated  between  the 
masses  of  the  liver.  Each  opens  into  one  of  the  angles  at 
base  of  the  triangle,  which  is  placed  highest  up  between 
the  livers.      This  cavity  is  two  inches  broad  at  base,  and 


the  same  in  vertical  diameter.  From  the  apex  proceeds 
intestine  for  six  inches,  becoming  gradually  sacculated  and 
somewhat  enlarged.  It  then  divides,  giving  off  intestines, 
one  of  which,  after  coiling  about,  is  traced  to  one  anus, 
the  other  equal  in  length  and  extending  to  the  other  anus. 
There  is  no  distinct  caecum,  but  in  one  part  of  the  intes- 
tine is  an  appendix  vermiformis.  Each  intestine  was 
suspended  in  the  usual  way  by  mesentery.      The  pancreas 
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and  spleen  were  in  their  right  places,  lying  across  the 
spine,  and  did  not  communicate  with  each  other.  The  uterus 
and  ovaries  of.  each  are  well  formed  and  distinct.  The 
kidneys,  as  usual,  lobulated,  are  of  the  right  number,  and 
in  their  proper  positions,  also  the  supra-renal  bodies.  In 
one  the  bladder  and  urachus  is  rudimentary,  but  in  the 
other  it  is  well  developed.  Each  has  two  distinct  hypo- 
gastric arteries. 

The  vascular  communication  is  not  very  plain,  but  there 
must  have  been  large  anastomosis  through  the  liver,  and 
also,  though  less  so,  by  the  mesenteries. 

Dr.  Godson  showed  a  set  of  pocket  instruments,  com- 
prising speculum  forceps,  puncturing  lancets,  caustic 
holder,  uterine  probe,  Playfair's  probe,  all  of  which  were 
contained  within  an  ordinary  cylindrical  speculum,  and 
could  be  carried  in  the  pocket.  Besides  the  speculum, 
which  formed  the  case  for  the  whole,  there  were  two  others 
of  smaller  size,  which  fitted  within  it,  all  these  being  made 
of  aluminium. 

Dr.  Barnes  showed  a  new  midwifery  forceps,  designed 
by  Dr.  Marshall,  of  Mortlake.  The  novelty  consists  in 
each  blade  being  allowed  to  rotate  on  its  axis  to  a  limited 
extent  by  means  of  a  pivot  joint  introduced  into  the 
shank  just  below  the  fenestrated  part.  By  this  means  the 
blades  apply  themselves  perfectly  flatly  to  the  sides  of  the 
child^s  head,  not  pressing  with  one  side  of  the  blade  more 
than  with  the  other,  as  is  very  commonly  the  case  with  the 
ordinary  forceps.  The  grasp  of  the  head  is  firm  and  solid, 
and  being  spread  evenly  over  a  large  surface  there  is 
much  less  chance  of  injury  to  the  child.  Locking  also  is 
facilitated. 

Dr.  AvELTNG  thought  he  saw  an  element  of  danger  in  the  use 
of  pivoted  blades,  for  although  when  the  blades  are  locked,  they 
must  be  parallel  longitudinally  they  need  not  be  eo  transversely. 
The  convergence  of  the  edges  of  the  blades  allows  them  to  be 
locked  upon  the  side  of  the  bead,  on  one  or  the  other  side  of  its 
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longest  diameter,  and  thus  placed  pressure  of  the  handles  would 
cause  the  blades  to  slide  down  the  sides  of  the  head,  diminishing 


thereby  their  prehensile  power,  and  producing  pressure  by  their 
edges  upon  the  maternal  tissues  and  the  foetal  skull. 

The  Peesident  said  the  invention  was  very  ingenious,  but  he 
doubted  whether  such  an  expedient  was  required,  since  in  practice 
he  bad  not  felt  any  disadvantage  to  the  drawback  of  ordinary 
forceps,  which  it  was  intended  to  rectify. 

Dr.  MuEEAT  said  that  the  rotating  blades  would  prevent  any 
artificial  rotation  of  the  head  by  means  of  the  forceps,  w^hich  was 
sometimes  desirable,  in  order  to  rectify  its  position. 

Dr.  John  Williams  said  that  the  instrument  did  not  meet  a 
difficulty  which  was  much  more  commonly  felt,  practically,  than 
the  one  that  had  been  mentioned,  namely,  that  the  present 
curvature  of  the  blade  of  the  forceps  does  not  accurately  fit  the 
head  when  the  head  is  seized  diagonally. 

Dr.  Cory  said  objections  to  the  use  of  these  forceps  seemed  to 
be  a  little  premature  until  they  have  been  tried,  first  on  the 
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dummy  and  tlicn  on  the  living  siibjcct.  That  they  are  intond(  d 
to  meet  a  real  defect  in  the  ordinary  forceps  I  think  is  manifest 
when  we  consider  the  deep  mark  the  ed<j;e  of  the  blade  of  tlie 
latter  often  produces  on  the  heads  of  children  when  applied  at 
the  brim. 

Dr.  RoUTH  thought  the  objection  of  Dr.  Aveling  to  Dr. 
Marshall's  forceps  would  not  apply,  as  once  the  locking  of  the 
forceps  was  accomplished,  the  blades  must  necessarily  be  in  a 
parallel  position,  which  was  all  that  was  required  to  hold  the 
child's  head  fast. 

Dr.  T.  Chambers  presented  two  ovaries  (double  ovarian 
congenital  inguinal  hernia),  chiefly  interesting,  perhaps, 
because  of  their  rarity.  He  removed  them  antiseptically 
a  month  ago,  and  the  patient  is  progressing  satisfactorily. 
He  hoped,  with  the  permission  of  the  Society,  to  be  able 
to  present  a  full  report  of  the  case  at  its  next  meeting. 
He  thought  that  by  bringing  the  specimens  before  the 
Society  to-night,  a  committee  might  be  appointed  to 
examine  and  report  upon  them.  If  so,  the  two  reports 
being  read  conjointly  the  case  would  be  complete,  and 
might  afford  materials  for  an  interesting  and  instructive 
discussion. 

Dr.  Galabin  and  Dr.  John  Williams  were  appointed  to 
examine  them. 

The  President  announced  that  it  had  been  decided  to 
have  a  debate  at  the  next  meeting  of  the  Society,  and 
that  the  subject  which  had  been  selected  by  the  Council 
was  "  The  use  of  the  Forceps  and  its  alternative  in 
Lingering  Labour."  Dr.  Robert  Barnes  had  consented  to 
open  the  discussion. 
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ON  A   CASE    OF   EXTRA-UTERINE    PREGNANCY. 
By  C.  H.  F.  RoDTH,  M.D. 

Claea  B — ,  alias  W — ,  set.  22,  was  admitted  under  my 
care  January  Slst,  1878.  She  complained  of  pains  "  in  her 
lower  stomach,  which  had  persisted  for  a  month. ^^  Had 
one  mishap  three  years  ago,  when  said  to  be  first  married. 
Had  no  leucorrhoea,  was  regular,  but  losing  a  great  deal 
each  time.  Had  a  good  deal  of  backache  and  bearing 
down.  The  last  period,  which  occurred  a  week  before 
admission^  stopped  suddenly.  There  were  no  shivers  at 
any  time.  At  present  she  has  occasional  rushes  of  bloody 
discharge,  about  a  dessert-spoonful  each  time,  accom- 
panied with  very  slight  forcing  pain.  She  lies,  appa- 
rently, in  comfort  on  her  back,  and  does  not  call  attention 
to  preference  of  decubitus  in  either  side.  Her  voice  has 
also  nothing  peculiar  in  its  tone. 

Examination. — The  belly  is  full,  but  not  unusually 
swollen  or  large.  Pressure  inferiorly  over  the  lower 
part  of  it  detects  an  enlargement,  irregular,  yet  rounded, 
extending  across  from  an  inch  to  an  inch  and  a  half  above 
the  pubis,  and  more  tangible  and  distinct  on  the  left  side. 
Dull  on  percussion.  Examined  per  vaginam  a  large  mass, 
about  the  size  of  a  moderately  large  cocoa  nut,  fills  the 
entire  pelvis  and  Douglases  space.  The  os  is  very  high 
up,  felt  with  difiiculty  just  behind  pubis.  The  sound  in- 
troduced with  a  little  management  in  a  lateral  direction 
and  passes  into  a  large  cavity,  in  which  it  can  be  moved 
freely,  and  is  followed  by  a  watery  discharge.  The 
tumour,  more  or  less  fixed  on  every  side,  is  rounded, 
harder  on  the  right  side  than  on  the  left,  irregular  to  the 
feel,  but  distinctly  fluctuating.  It  appears  to  be  very 
vascular,  arteries  beating  in  every  direction,  whether 
examination  be  made  per  vaginam  or  rectum. 
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Dr.  Rogers,  who  first  saw  the  case  in  consultation, 
agreed  with  me  as  to  the  fluctuating  character  of  the 
tumour.  Dr.  Savage  saw  her  also  subsequently  with 
me  in  consultation.  From  the  history  it  was  believed 
to  be  one  of  haematocele  following  on  the  suppression  of 
the  catamenia,  as  before  said,  a  week  before  admission. 
Dr.  Rogers  advised  rest  and  no  interference,  as  the  cata- 
menia appeared  to  be  present,  and  I  thought  rest  also 
advisable.  I  contented  myself  with  ordering  Syr.  Ferri 
lod.  5j,  Pot.  Bromid.  9j,  and  Inf.  Calumbse  jj,  t.  die.  The 
catamenia  ceased. 

February  3rd. — Dr.  Savage  saw  her  again  a  few  days 
after  in  consultation.  He  advised  early  puncture  by  the 
aspirator,  and  I  felt  bound  to  agree  with  him,  and  mainly 
because  the  tumour  appeared  very  tense  and  full,  and  I 
feared  rupture  of  the  cyst.  Accordingly,  on  February  18th, 
eighteen  days  after  admission,  I  prepared  to  use  the 
aspirator,  but  when  placed  on  the  table,  and  exposed  to  a 
good  light,  the  right  pudenda  appeared  so  blue  that  the  idea 
of  pregnancy  was  at  once  suggested.  The  breasts  were 
now  examined  and  found  very  suspicious.  The  areola  was 
large,  pink,  with  a  large  number  of  small  white  follicles 
around  the  nipples.  This  idea  was  further  strengthened 
by  the  exceedingly  vascular  character  of  the  tumour  itself, 
especially  when  felt  per  rectum,  and  so  much  so  as  to 
make  it  difficult  to  introduce  the  aspirator  per  rectum  lest 
an  artery  should  be  wounded.  Drs.  Rogers  and  Wynn 
Williams,  who  now  joined  us,  and  myself  concurred, 
therefore,  as  to  the  case  being  one  of  extra-uterine  preg- 
nancy, and  from  the  position  of  the  uterus  we  concluded 
it  was  tubal.  It  became,  therefore,  doubly  imperative, 
lest  rupture  should  occur  and  so  prove  fatal,  to  open  the 
tumour  and  let  out  the  contents.  Accordingly  I  pro- 
ceeded to  puncture  it  per  rectum  with  the  aspirator, 
selecting,  with  great  care  a  spot  free  from  any  pulsation. 
At  first  a  serous  fluid  came  out  followed  by  blood.  The 
quantity  of  the  former  was  about  one  pint,  of  the  latter 
two  or  three  ounces.      This  blood  was  almost  pure,  and  as 
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the  tumour  appeared  all  but  emptied,  and  vet  the  flow  of 
blood  showed  no  tendency  to  cease,  a  little  iodine  solution 
was  first  injected  by  the  aspirator  and  removed  again. 
Subsequently,  as  the  bleeding  persisted,  a  solution  of  iron 
perchloride,  diluted  about  ^  with  water,  was  injected. 
This  arrested  the  haemorrhage.  The  greater  part  of  the 
iron  so  injected  was  again  withdrawn  by  the  aspirator  and 
the  patient  put  to  bed. 

She  continued  comfortable  up  to  the  21st.  The  tempe- 
rature taken  was  as  follows  : 

In  axilla.  In  vagina.  Pulse. 

18th  (9  p.m.)  99°  99-6°  84. 

19th  (9  a.m.)  99-2°  99-8°  94. 

(8.30  p.m.)         99°  100°  94. 

20th  (8.30  a.m.)         98-4°  99-6°  84. 

(9  p.m.)  99-8°  101°  98. 

21st  (9  a.m.)  101°  101-8°  108. 

The  bowels  were  freely  opened  on  the  20th,  nor  did  she, 
till  the  21st,  appear  to  be  otherwise  than  comfortable. 

At  12  a.m.  on  the  21st,  however,  she  was  taken  with  a 
violent  chill  and  shiver.  She  became  very  pale  and 
agitated,  and  complained  of  great  cold.  Warm  bottles 
were  placed  around  her,  hot  brandy- and- water  was  given, 
and  in  about  half  an  hour  she  became  warm  and  felt 
better.  At  3  p.m.  feverish  excitement  had  set  in.  Pulse 
was  144;  temperature  in  axilla  104°,  vagina  104*6°,  but 
it  fell  at  3.30  to  103^  axilla,  104°  vagina.  At  4  it  was  102° 
axilla  and  103*4°  vagina. 

An  examination  was  now  carefully  made.  I  found  the 
tumour,  which,  as  before  stated,  had  after  the  puncture 
appeared  almost  empty,  was  now  as  large  as  ever  in  the 
pelvis,  fluctuation  very  distinct,  and  the  sac  again  tense. 
The  same  gushes  of  watery  blood  per  vaginam  occurred, 
and  during  one  of  these  I  learned  a  membrane,  exactly 
resembling  a  decidua,  had  passed  away.  This  opinion  a 
subsequent  microscopical  investigation  fully  confirmed. 

Called  away  urgently  to  an  instrumental  labour,  I  left 
the    case   under   the   care  of    my  colleague.   Dr.   Rogers, 
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asking  liiin  to  reopen  the  sac  with  the  aspirator  and  let 
out  the  fluid.  He  was  proceeding  to  do  so  when  Dr. 
Greenhalgh  came  in.  In  consultation  together,  as  the 
temperature  and  pulse  had  fallen  (124),  and  the  patient 
expressed  herself  as  feeling  better,  delay  was  thought  a 
more  prudent  course,  but  the  use  of  the  aspirator  recom- 
mended should  she  become  worse.  Dr.  Greenhalgh 
thought  she  would  certainly  die  if  interfered  with  then, 
and  as  some  improvement  had  occurred  it  would  be  wiser 
to  wait.  A  grain  of  calomel  and  the  same  of  opium  were 
ordered  every  three  hours  if  pain  existed. 

At  8  p.m.  the  improvement  persisted.  She  herself 
said  she  felt  very  comfortable.  Temperature  in  axilla 
102°,  in  vagina  103°;  pulse  124;  resp.  24. 

About  half  past  12  on  the  morning  of  the  22nd,  she 
was  taken  with  sudden  pain  in  the  left  iliac  region, 
became  almost  pulseless,  pale,  collapsed.  Sent  for  imme- 
diately I  concluded  the  cyst  had  burst.  Brandy  was 
given  and  opium  to  relieve  the  pain,  and  the  body  kept 
warm.  At  4  a.m.  she  had  in  measure  rallied.  Tempe- 
rature in  axilla  102'3°,  in  vagina  103°;  pulse  136  ;  resp.  86. 
The  pulse,  however,  although  felt,  was  very  thready. 
These  symptoms,  however,  did  not  continue,  and  she 
became  weaker  and  died  at  about  10  a.m. 

Sectio  cadaveris  was  performed  by  Mr.  A.  Doran  twenty- 
four  hours  after  death.  Body  well  nourished  and  remark- 
ably well  made.  Rigor  mortis  persistent.  Lungs  perfectly 
healthy.  Heart  normal,  but  apex  displaced  to  fourth  left 
intercostal  space. 

On  opening  abdomen  a  large  thin  clot  was  found  con- 
cealing all  the  superficial  viscera  except  a  portion  of  the 
stomach,  the  transverse  colon  (which  was  displaced  to 
the  front  of  the  stomach),  and  the  uterus,  which  rose  thi-ee 
inches  above  the  pubis.  On  raising  the  clot  (which  could 
hardly  be  contained  in  a  pint  gallipot)  the  omentum  was 
found  healthy,  but  attached  to  a  tumour  near  the  uterus 
by  an  old  adhesion.  Not  a  trace  of  peritonitis  could  be 
detected,   but  the   peritoneal   cavity   contained  a  pint  of 
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fluid  blood,  and  there  were  masses  of  clot  in   the  cellular 
tissue  of  the  iliac  fossae. 

A  tumour  almost  the  size  of  a  cocoa-nut  lay  behind  the 
uterus,  extending  to  the  rigbt  into  the  iliac  fossa,  displacing 
the  cascum,  and  backwards  against  the  fifth  lumbar 
vertebra.  It  was  soft  and  its  surface  very  vascular.  It 
could  be  seen,  even  in  situ,  to  be  a  dilatation  of  the  right 
Fallopian  tube. 

On  examining  the  back  of  the  tumour  a  hole  of  the  calibre 
of  a  No.  6  male  catheter  was  found.  On  opening  the  tumour 
it  was  seen  to  contain  one  ounce  of  blood,  a  placenta ;  and 
a  foetus,  about  third  month,  lay  with  its  head  downwards. 
The  umbilical  cord  was  about  four  inches  long  and 
attached  to  the  front  of  the  cavity.  Eemainder  of  Fallopian 
tube  was  coiled  behind  uterus  in  Douglas's  space  under  the 
left  tube.  Right  ovary  small  and  pale.  Left  Fallopian  tube 
dilated  to  thickness  of  little  finger,  left  ovary  small.  No 
trace  of  the  opening  made  through  the  rectum  with  the 
aspirator  could  be  detected. 

General  remarlis. — This  case,  unfortunate  though  it 
proved,  I  think  brings  out  several  points  of  interest,  to 
which,  as  they  may  be  useful  in  the  management  of  future 
cases,  I  may  be  pardoned  if  I  venture  to  refer. 

First  as  to  the  question  of  diagnosis.  This  presents 
itself  in  three  aspects.  1st.  Wliat  evidence  is  there  that 
this  was  a  case  of  extra-uterine  pregnancy  ?  2nd.  When 
once  found  to  be  so,  what  was  the  variety  ?  3rd.  The 
persistence  of  the  catamenia. 

1st.  The  diagnosis  at  first  sight  was  extremely 
difficult.  Nothing  like  pregnancy  was  suggested.  She 
was  perfectly  regular,  and  lost  a  good  deal  at  each  period. 
A  week  before  admission  she  had  been  unwell  and  it 
stopped  suddenly.  This  looked  more  like  hsematocele,  and 
the  fluctuating  character  of  the  tumour  and  displace- 
ment of  the  uterus,  the  os  being  high  up  and  behind 
pubis,  were  all  confirmatory  of  this  idea.  The  semifixed 
character  of  the  tumour,  in  the  absence  of  any  inflammatory 
fever  or  rigors   (which  might  have,   if  present,  led  to  a 
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supposition  of  cellulitis),  were  also  in  favour  of  the  exist- 
ence of  lifematocele.  If  the  tumour  were  fibroid  at  all, 
which  view  the  copious  periods  in  some  measure  counte- 
nance, the  presence  of  fluctuation  proved  it  to  be  fibro-cystic 
at  least,  but  in  these  cases  as  I  have  elsewhere  shown,  copious 
catameuial  flow  is  unusual.  It  might  certainly  have  been 
ovarian,  but  we  had  no  history  of  such  a  growth  on  either 
side.  The  one  remarkable  symptom  that  aiTested  our 
attention  was  the  excessive  vascularity  and  blue  colour  of 
the  parts.  Now  I  wish  particularly  to  insist  on  this 
hypera3mic  state,  as  it  is  not  lasually  much  dwelt  upon. 

The  blue  colour  is  of  course  a  well  known  symptom,  but 
in  this  case  the  large  quantity  of  vessels  in  the  vagina  and 
rectum,  especially  the  latter,  was  remarkable.  The 
suspicion  of  pregnancy  thus  suggested  was  quite  confirmed 
by  the  appearance  of  the  breasts.  I  do  not  find  it  stated 
in  my  notes,  but  if  my  recollection  serves  me  right,  we 
could  not  hear  the  placental  souffle.  The  os,  which  is 
said  in  cases  of  extra-uterine  pregnancy  to  be  patent,  was 
so  displaced  behind  the  pubis  that  the  finger  could  hardly 
reach  it,  so  this  patent  state  could  not  be  made  out,  and 
the  sound  could  only  be  introduced  with  difficulty.  By  it, 
however,  the  cavity  of  the  uterus  was  found  to  be  enlarged, 
and  in  extra-uterine  pregnancy,  as  remarked  by  Mr.  L. 
Tait,  before  absorption  of  the  amnion  has  taken  place,  this 
enlargement  is  almost  invariably  observed.  In  57  cases  I 
collected,  I  find  that  in  it  was  said  to  be  enlarged  in  50.  In 
only  6  is  the  fact  not  noted,  but  stated  to  be  of  normal  size 
in  1.  Upon  the  existence  of  morning  sickness,  which  is 
stated  by  Rigby  to  be  absent  in  cases  of  extra-uterine 
pregnancy,  I  find  no  mention.  The  symptom  in  any  case 
could  not  have  been  very  marked,  nor  was  that  peculiar 
whining  voice,  insisted  upon  by  Dr.  Rigby  also,  present. 
There  was  however,  pain  at  lower  part  of  pelvis,  so 
commonly  observed  in  these  cases,  and  forcing  pains. 
These  symptoms,  however,  have  nothing  characteristic  in 
themselves  of  extra-uterine  pregnancy.  I  have  met  it  in 
many  hysterical  cases  and  in  senile  endometritis. 
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2nd.  Was  it  possible  to  make  out  the  variety  ?  My 
patient  was  not  very  bright  and  her  account  not  very 
distinct.  I  could  not  gather  that  it  had  grown  on  either 
side^  or  that  the  pain  was  localised  in  any  one  part  of  the 
belly  in  particular.  But  even  if  this  had  been  fully 
established,  it  is  not  a  sufficiently  conclusive  test, 
because,  as  clearly  proved  by  both  Mr.  Spencer  Wells  and 
Mr.  L.  Tait,  Kussmaul,  Graily  Hewitt  ('  Obstet.  Trans.,' 
vol.  vii,  p.  169),  where  we  have  a  double  uterus  and 
pregnancy  in  one  uterus  only,  the  palpation  would 
afford  identical  evidences.  Then  the  examination  made 
gave  no  clear  indication  of  such  localisation,  although  that 
part  of  the  tumour  most  get-at-able,  and  in  which  fluctua- 
tion was  most  distinct,  was  on  the  left  side.  At  the  early 
stage,  besides,  of  the  pregnancy  any  conclusion  from 
palpation  or  sound  likely  to  guide  us  in  our  judgment, 
was  not  present  to  assist  diagnosis. 

3rd.  I  wish  to  dwell,  under  the  head  of  diagnosis, 
especially  upon  the  catamenial  function.  In  this  case 
our  patient  was  quite  regular,  the  flow  large,  and  she  had 
been  unwell  one  week  before  admission.  With  a  view  of 
determining  this  point,  I  collected  thirteen  cases,  in 
which  a  note  was  made  as  to  this  function  (although 
in  very  many  accounts  there  is  no  allusion  whatever 
to  it) .  The  records  of  our  '  Transactions '  are  suffi- 
cient to  show  that  menstruation  often  occurs  in  extra- 
uterine cases,  and  so  complicated  the  diagnosis.  Dr. 
Barnes  has  stated  that  {"  Discussion  on  Dr.  Truman's  case,'' 
'  Obstet.  Trans.'  vol.  vii,  p.  168)  rupture  of  the  cyst,  i.  e. 
previously  to  the  shock  and  collapse  which  mark  the 
epoch  of  rupture,  it  was  usual  to  observe  a  discharge  of 
blood  per  vaginam.  But  as  shown  by  Dr.  Graily  Hewitt 
such  a  flow  may  occur  quite  independently  of  rupture. 
In  Mr.  Lawson  Tait's  case  (^Med.-Chir.  Trans.,'  vol.  Ivi), 
the  catamenia  having  been  absent  five  months  then 
recurred.  In  Dr.  Dragge's  case  ('  Obstet.  Trans.,'  vol.  ii, 
p.  254)  catamenia  came  on  irregularly  three  times  from 
January  to  the  end  of  March,  then  a  deal  of  haemorrhage 
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at  end  of  June  till  August  Gtli,  when  she  became 
regular^  the  child  ultimately  being  removed  by  operation 
between  April,  and  May.  In  Mr.  H.  Grace's  case,  in 
which  rupture  occurred  and  death'  eighteen  days  after- 
wards {'  Obstet.  Trans./  vol.  ii,  p.  49),  although  there  was 
an  arrest  of  catamenia  for  six  weeks,  she  had  menstruated 
copiously  a  fortnight  before.  In  Dr.  Playfair's  case 
('  Obstet.  Trans.,'  vol.  vii,  p.  1)  a  discharge  came  on  at  the 
time  she  expected  her  labour,  and  lasted  thirteen  weeks. 
After  that  it  came  on  irregularly.  Patient  ultimately  died 
from  increasing  debility.  In  Dr.  Walker's  case,  ibid.,  1, 
99,  extra-uterine  pregnancy  recurring  at  the  usual  period 
and  believed  to  be  a  case  of  lapsed  labour.  A  month 
after  menstruation  occurs  and  does  so  continuously  for  ten 
years ;  then  she  becomes  irregular,  and  after  some  hectic 
symptoms,  bones  pass  away  per  rectum.  In  Mr.  Ross 
Jordan's  case,  in  which  gastrotomy  was  performed, 
catamenia  ceased  four  days  before  marriage ;  but 
then  she  became  very  soon  pregnant.  Five  weeks 
later  the  catamenia  were  present.  After  some  inflam- 
matory venous  symptoms  (of  which  she  had  nearly 
died),  expecting  her  confinement  in  September,  she 
had  a  show  for  one  day,  fourteen  days  after  a  copious 
flow  for  three  days.  Six  weeks  after  she  married  she  was 
again  in  labour,  and  had  for  three  or  four  days  a 
sanguineous  discharge.  Again,  in  Mr.  Lucas  Worship's 
case  of  tubal  pregnancy  the  patient  last  menstruated 
August  18th  to  25th  very  freely.  Catamenia  returned  a 
week  after  and  lasted  three  days,  free  from  clots.  Since 
then  to  October  6th  had  had  a  continual  pinkish  secretion. 
This  patient  died  October  29th  from  rupture.  In  Mr. 
Jessop's  case,  where  the  woman,  moderately  regular, 
became  pregnant  on  January  7th,  1875,  wrenched  herself 
on  March  3rd  with  a  washing  machine ;  was  very  ill  for 
a  long  time,  quickening  on  May  14th,  and  removing 
to  Corkridge  Convalescent  Hospital  on  the  18th;  she 
returned  home  eight  days  after.  On  three  or  four 
different    occasions    a   discharge    from    the    vagina   took 
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place^  extending  once  over  a  day  or  night.  This  patient 
was  cured  by  gastrotomy  performed  August  14th. 

In  sis  other  cases  collected  for  me  by  my  cousin,  Mr. 
Curtis  Eouth,  and  given  in  the  appendix  of  this  paper  in 
briefj  in  one^  Dr.  G.  Cheesman^s^  menstruation  was 
scanty^  at  intervals  of  five  or  six  weeks,  and  mostly  in 
clots,  with  an  occasional  offensive  greenish  discharge  fi'om 
the  uterus. 

In  another  of  Dr.  J.  Hall  Davis^,  complicated  with 
vomiting  and  jaundice,  a  red  discharge,  as  far  as  could  be 
gathered  from  the  size  of  foetus  at  the  post-mortem  two 
months  after,  appeared  about  the  second  month  of  preg- 
nancy and  a  clot  of  blood  passed. 

In  another  of  Dr.  Ramsbotham^s,  which  also  proved  fatal, 
menorrhagia  more  or  less  persisted.  In  another  case  of 
the  same  physician,  where  gastrotomy  was  performed  and 
recovery  followed  fourteen  months  after  conception,  about 
the  ninth  month  periodical  uterine  pains  and  bloody  dis- 
charge with  stringy  matters  passed  per  vaginam.  In  a 
case  of  Dr.  J.  H.  Davis,  during  nearly  all  the  patient's 
illness  she  lost  more  or  less  blood  per  vaginam,  and  bits 
of  flesh  (blood  clots),  sometimes  blood  mixed  with  matter 
(mucus).  This  case  proved  fatal  after  gastrotomy.  In 
Dr.  Nuckwick's  case,  when  about  six  months  pregnant,  a 
sanguineous  vaginal  discharge  occurred,  although  the 
pregnancy  continued  for  two  months  longer. 

In  my  own  case  the  last  menstruation  was  connected 
with  the  expulsion  of  the  decidua.  And  indeed  it  seems 
most  probable,  as  suggested  by  more  than  one  author, 
that  it  is  this  forcible  expulsion,  or  it  may  be  a  futile 
attempt  to  bring  about  this  expulsion,  which  determines 
in  many  cases  what  seems  at  first  sight  to  be  a  catamenial 
flow.  lu  fifty  cases  given  in  the  appendix  of  extra-uterine 
pregnancy,  the  decidua  was  found  in  utero  in  twenty-four. 
In  one  case  it  was  a  false  one.  In  the  remaining  twenty- 
five  no  mention  of  its  existence  at  all  in  utero  is  given. 
Dr.  Robert  Lee  has  shown  {'  Med.-Chir.  Trans.,'  vol.  xli) 
in  an  able  paper  on  the  subject  that  it  sometimes   exists 
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around  the  ovum,  and  not  in  utero  at  all.  In  the  fifty 
cases  before  mentioned  it  was  so  present  in  nine  and  one 
doubtful  case.  In  the  forty  remaining  cases  no  mention 
is  made  of  decidua  round  the  ovum.  In  cases  where  no 
decidua  existed  in  utero  it  is  probable  the  catamenia 
will  always,  however  irregularly,  occur,  particularly  as  in 
by  far  the  largest  majority  of  them  the  uterus  is  enlarged 
and  congested,  and  a  sanguineous  flow  in  such  instances, 
is  to  be  expected.  In  the  fifty,  as  before  noted,  the  uterus 
is  distinctly  stated  to  have  been  enlarged.  In  six:  only 
no  mention  made  of  enlargement,  and  in  one  only  was  it 
of  normal  size.  In  one  of  these  cases  a  decidua  was 
believed  to  have  been  discharged.  This  last  circumstance 
we  were  assured  had  occurred  in  my  case,  for  we  had  the 
opportunity  to  examine  the  membrane  carefully  after  its 
ejection  and  identifying  its  characteristic  sti'ucture. 

I  think,  however,  as  regarding  the  question  of  diagnosis, 
we  are  warranted  in  concluding  from  the  above-given 
summary  of  cases  that  in  extra-uterine  pregnancy  the 
catamenial  function  (or  at  least  a  sanguineous  discharge 
resembling  it)  frequently  occurs,  but  that  it  varies  in 
intensity,  time  and  quality.  It  does  not,  however,  afford 
any  very  certain  indication  in  the  diagnosis,  except  in  so 
far  that  when  it  occurs  with  an  enlarging  abdomen  and 
other  signs  of  pregnancy  it  must  be  regarded  as  a  very 
suspicious  symptom.  Possibly  if  in  the  history  of  these 
cases,  which  are  generally  and,  very  unfortunately,  very 
bare  of  particulars,  more  details  were  given,  we  might 
find  its  characters  more  pathognomonic. 

I  shall  conclude  with  a  few  words  in  relation  to  treat- 
ment, I  think  most  of  us  are  agreed  that  such  cases  once 
diagnosed  should  not  be  left  to  die  a  miserable  and  sudden 
death  if  it  can  be  prevented.  But  I  am  not  speaking  so 
much  of  those  cases  where  the  child  has  assumed  such 
proportions  that  the  case  needs  and  calls  for  gastrotomy, 
but  earlier  cases,  in  which  the  foetus  is  small ;  I  should 
say  from  three  to  five  months.  I  think  we  have  two 
proceedings  open  to  us,  both  of   which  are   comparatively 
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safe  to  mothers.  One  is  tapping  the  amnion  by  the 
aspirator^  the  other  is  the  injection  of  morphine  into  the 
amnion. 

1st.  Tapping  the  amnion  by  the  aspirator.  Three  cases 
of  success  from  this  course  are  recorded  in  the  '  Transac- 
tions.'' 

This  view  seems  in  a  measure  advisable  fi'om  the  very 
structure  of  the  envelopings  of  an  extra-uterine  ovum.  In 
the  discussion  which  took  place  in  Dr.  Meadows^  paper  "  On 
the  Treatment  of  Extra-uterine  Gestation  ''  ('  Obst.  Trans. ^^ 
vol.  xiv,  p.  320),  Dr.  Snow  Beck,  who  was  a  very  accurate  and 
close  histological  observer,  called  especial  attention  to  the 
tension  observed  in  the  contained  fluid  caused  by  the  con- 
traction of  the  contractile  tissue  of  the  tube.  "  This  tension, 
which  was  described  as  resembling  the  tension  of  the 
membranes  during  a  contraction  of  the  uterus,  would  be 
difficult  to  account  for  unless  the  sac  contained  some  con- 
tractile tissue,  which  was  probably  derived  from  the 
Fallopian  tube,  as  no  development  of  the  cellular  or  fibrous 
tissue  in  the  neighboui-hood  would  produce  the  efEect 
described  ^^  (ibid.,  p.  320).  It  was  remarkable  in  this 
case  that  although  during  the  removal  of  the  placenta. 
Dr.  Meadows  states,  "  ihe  hasmorrhage  was  so  severe 
that  at  one  time  it  was  feared  the  patient  would 
not  survive  the  operation,  as  soon  as  the  placenta  was 
detached  all  bleeding  ceased,  and  although,"  he  adds,  "  it 
seems  doubtful  whether  it  was  due  to  the  detachment  or 
whether  it  resulted  fi'om  the  syncopal  condition  of  the 
patient  consequent  upon  the  loss  of  blood,"  it  should  be 
noted  it  is  exactly  what  takes  place  in  ordinary  labours, 
at  least  very  frequently — a  gush  of  blood  preliminary  to  the 
detachment  of  the  placenta,  and  what  is  painfully  visible 
in  cases  of  Cgesarean  section,  where  the  placenta  is  anteriorly 
placed  prior  to  a  full  uterine  contraction,  on  its  entire 
removal.  The  effects  in  both  are  analogous,  and  probably, 
therefore,  are  due  to  the  same  cause.  In  extra-uterine 
cases  (excepting  ventral  cases,  perhaps)  this  very  power 
of  contraction  in  the  sac  points  to  the  advantage  likely  to 
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accrue  by  puncturing  the  cyst  and  letting  out  the  amnion, 
which  would  thus  leave  the  sac  to  contract  upon  the  foetus, 
and  so  lead  to  its  death  and  subsequent  absorption,  and 
we  in  this  respect  should  follow  nature  in  the  examples 
she  has  given  us.  Dr.  Greenhalgh's  case  succeeded  in 
which  a  small  trocar  was  used.  But  Dr.  B.  Hicks'  case 
(^  Obst.  Trans.,^  vol.  vii,  p.  96),  where  a  small  trocar  was 
also  used  and  produced  inflammatory  complications  within 
the  cavity,  as  proved  by  the  post  mortem,  was  killed 
thereby.  There  is,  therefore,  a  risk  in  using  trocars,  but 
that  risk  is  greatly  lessened  when  we  use  an  aspirator, 
whereby  all  danger  of  introducing  air  in  the  sac  can  be  so 
easily  avoided.  I  have  now  performed  this  operation  a 
good  many  times  in  cases  of  haematocele,  ovarian  dropsy, 
abscesses  in  the  ovary,  and  other  pelvic  cysts,  and  hitherto 
without  any  untoward  circumstances,  and  I  think  as  a 
modus  operandi  it  is  thoroughly  safe,  and  to  be  much 
recommended, 

Eemains  yet  the  question — Shall  it  be  made  per  vaginam, 
rectum,  or  abdomen  ?  I  imagine  the  last  would  not  be 
employed  if  either  of  the  latter  two  plans  can  be  effected, 
except  in  a  very  thin  patient,  and  where  the  tumour  pro- 
jected very  forcibly  against  the  abdominal  parietes.  In 
early  cases  of  extra-uterine  pregnancy  our  enemy  lies  in 
close  relations  with  the  pelvic  organs,  and  it  is  here  he 
must  be  attacked.  As  I  have  elsewhere  stated,  I  prefer 
the  rectum,  because,  should  any  discharge  subsequently 
take  place  from  the  puncture  and  prove  offensive  (and 
sometimes  it  is  so  offensive  as  almost  to  be  unbearable), 
the  patient,  by  reason  of  the  closed  sphincter  ani,  is  at 
least  saved  from  this  annoyance.  When  the  puncture  is 
made  per  vaginam,  the  vulvular  opening  of  which  always 
remains  patent,  the  tendency  at  every  expiration  is  to 
suck  up  air,  as  I  have  elsewhere  also  shown,  and  which 
readily  passes  through  any  opening  made  in  the  vagina 
which  is  not  immediately  closed.  It  is  true  we  may  have 
a  little  tenesmus  when  the  opening  is  made  per  rectum, 
but  this  is  a  small  comparative  evil,  and  readily  relieved 
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bj  remedial  measures.  However,  tlie  opening  per  rectum 
is  often  more  easy,  the  sac  being  more  readily  felt  througli 
it,  all  that  is  needed  being  care  to  avoid  wounding  an 
h^emorrhoidal  vessel. 

There  is  yet  another  method  iu  which  we  can  treat 
these  cases.  Although  recommended  by  Dr.  Barnes,  I  do 
not  think  the  profession  has  sufficiently  appreciated  its 
value.  It  is  that  of  Prof.  Friedrich's,  referred  to  in  the 
discussion  on  Dr.  B.  Hicks^  paper  "  On  a  Bare  Form  of 
Extra-uterine  Foetation,^^  published  in  the  seventh  volume 
of  our  '  Transactions '  (p.  99),  by  our  esteemed  associate, 
Dr.  Rasch  (Virchow's  '  Archiv,^  xxix,  3  and  4).  In  this 
case  of  FriedricVs  four  injections  of  a  solution  of  morphia 
into  the  tumour  through  the  vaginal  wall  allayed  the  great 
pain  and  arrested  the  further  growth  of  the  foetus,  which 
disappeared  by  resorption.  The  rationale  of  such  a  pro- 
cedure is  very  obvious.  Young  infants  are  very  obnoxious 
to  the  influence  of  opium,  and  the  younger  they  are  the 
more  deadly  the  influence.  The  plan  appears  so  simple, 
and  so  free  from  risk,  that  the  wonder  is  it  has  not  been 
more  frequently  followed. 

There  is  a  last  point  in  this  case  upon  which  I  wish  to 
remark.  After  the  first  tapping,  the  position  of  parts 
was  very  singular,  the  cyst  on  the  right  side  having 
moved  and  occupying  the  left  side.  This  is  an  interest- 
ing point,  and  worthy  of  note,  because  it  would  lead  us  to 
make  full  investigation  as  the  case  proceeds.  In  Dr.  B. 
Hicks'  case,  before  mentioned,  we  had  also  two  sacs  (ib., 
p.  97,  vol.  vii).  ISo  far,  the  lesson  learned  is  to  look  for 
such  complications.  But,  having  found  it,  I  think  I  was 
wrong  in  not  tapping  my  patient  a  second  time.  Had  I 
done  so  her  life  might  have  been  saved.  But  I  acted  on 
the  results  of  what  appeared  an  exhaustive  consultation. 
With  the  post-mortem  appearances  before  us,  however, 
there  can  be  no  doubt  that  our  united  wisdom  proved  in- 
adequate to  the  emergency. 
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George  Cheeseman,  '  Lancet/  vol.  ii^  1861,  p.  250. 

E.  S — .  For  eleven  months  after,  beginning  with  pain 
in  lower  abdomen.  Size  of  abdomen  increasing  and 
pain  continued.  Mensti'uated  scantily  at  intervals  of  five 
or  six  weeks,  mostly  in  clots.  Occasional  discharge  of 
an  offensive  greenish  liquid  from  uterus.  At  the  end  of 
the  eleven  months  foetal  heart  sounds  heard ;  became  very 
ill,  with  sickness,  feculent  vomiting,  and  constipation,  and 
died  December  9th. 

Post  mortem. — Full  grown  foetus  in  abdomen  and  left 
Fallopian  tube.  Uterus  size  of  child^s  head;  walls  21 
inches  thick  ;  lining  membrane  congested. 

Case  of  Dr.  J.  H.  Davis,  '  Med.  Times  and  Gaz.,'  vol.  ii, 
1852,  p.  552. 

Patient  ast.  32.  About  July  16th,  1852,  had  vomiting 
and  jaundice.  During  one  of  the  vomiting  attacks  a  red 
discharge  per  vaginam  occurred,  and  a  clot  of  blood 
passed.  26th. — Feculent  vomiting ;  abdominal  pains,  with 
tympanitic  resonance ;  tenderness ;  obstinate  constipation. 
Circumscribed  tumour  in  right  iliac  fossa.  No  enlarge- 
ment of  uterus.      Died  August  3rd. 

Post  mortem. — Intestines  highly  congested.  No  peri- 
tonitis. Left  Fallopian  tube  contained  foetus,  four 
months.  Both  ovaries  and  uterus  healthy.  No  liq. 
amnii.      Died  from  intestinal  obstruction. 

Cases  of  Dr.  Eamsbotham,  '  Med  Times  and  Gaz.,^  vol.  ii, 
1852,  p.  481. 

Patient  multipara.  Suffered  more  or  less  from  monor- 
rhagia from  end  of  May,  1850,  till  August  4th,  some 
time  before  which  date  felt  decided  movements  of  foetus. 
Movements  continued  till  end  of  June,  1851,     Had  spasm 
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pains  in  abdomen  like  labour,  lasted  twenty-four  hours, 
then  entirely  disappeared,  movements  of  child  also  sud- 
denly ceasing.  No  return  of  suffering.  Feb.  24th. 
Vaginal  examination. — Uterus  larger  than  normal  (unim- 
pregnated),  empty.  Tumour  occupied  abdomen,  looking 
like  natural  gestation  at  full  period.  Tumour  increased 
in  size ;  tapped  on  June  9th  ;  sixteen  ounces  dark  matter 
evacuated ;  much  relieved.  In  January  health  began  to 
give  way,  and  she  died,  April  25tb,  of  low  fever  and 
diarrhoea. 

Post  mortem. — Full  grown  putrid  foetus,  shut  out  from 
peritoneum  by  "  cyst  of  false  membrane.''^  Nothing  was 
found  like  placenta,  cord,  amnion,  or  chorion  ;  investing 
membrane  putrefied. 

Mrs.  J — ,  get.  28,  married  ten  years.  Not  pregnant 
before.  Thought  herself  pregnant  end  of  July,  1834.  Felt 
child.  In  April  (nine  months)  had  periodical  uterine  pains. 
Bloody  discharge,  "  with  stringy  matters,^^  per  vaginam. 
Continued  increasing  in  size.  Operated  on  fourteen 
months  after  conception.  Child  removed  by  gastrotomy. 
Recovered. 


Case  of   Dr.   Hall  Davis,  operated  on  by  Mr.  Lawson, 
reported  in  vol.  ii,  1877,  p.  48,  of  ^  Lancet.^ 

Sarah  A — ,  cet.  27.  Catamenia  came  on  December  24th, 
1877,  when  seized  with  pain  in  lower  part  of  abdomen; 
during  nearly  whole  illness  losing  more  or  less  blood  per 
vaginam  and  "  bits  of  flesh  '^  (blood  clots  ?) .  Sometimes 
blood  mixed  with  " matter ^^  (mucus?).  Eigors  on  12th, 
13th,  and  14th  June.  June  15th. — Has  had  frequent  epis- 
taxis  in  the  morning.  Vaginal  exam. — Finger  passed 
into  uterus ;  cavity  enlarged,  but  empty  ;  mucus  tinged 
with  blood  came  away  on  finger.  Gastrotomy  on  25th. 
26th. — Offensive  discharge  fi'om  vagina.      Death. 

Post  mortem.—UiGvVi^  a  little  enlarged,  cavity  ditto. 
No  decidua  found,  ''  probably  thrown  off  in  discharge.^^ 
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Dr.  Nuckwick's  case,  '  Brit,  aud  For.  Med.-Chir.  Rov./ 
vol.  i,  185G,  p.  272. 

Patient  £et.  24.  Menstruation  regular  to  September, 
1854.  In  October  seized  with  violent  abdominal  pains, 
menstruation  ceased,  and  she  increased  in  size.  At  the 
end  of  March,  i.e.  six  months  after  cessation  of  menstrua- 
tion, seized  with  peritonitis.  Swelling  of  abdomen  about 
the  size  of  a  six  months^  pregnancy.  Foetal  heart  dis- 
tinctly heard.  Pains  and  a  sanguineous  vaginal  discharge 
now  occurred.  Four  days  after  foetal  heart  no  longer 
heard.  Six  days  after  abdominal  pain  ceased,  but  the 
swelling  appeared  greater.  On  May  22nd,  i.  e.  eight 
months  after  first  cessation  of  catamenia,  and  two  months 
after  appearance  of  vaginal  sanguineous  discharge,  sound 
used.  The  abdominal  swelling  had  shrunk  to  size  of  a 
lai'ge  pot.      Patient  recovered. 

This  case  was  considered  by  Dr.  Nuckwick  to  be  one  of 
tubal  pregnancy,  with  fatty  degeneration  of  the  foetus. 
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William  Hunter,  Phil.  Trans.,  79                  ...               1              1  — 
Dr.  J.  Clarke,  Society  for  luiproveuient  of 

Medical  Knowledge,  1,  1793                 ...               1               1  — 

G.  Langstaffe,  Med.-CLir.  Trans.,  1816       ...               1            —  — 

Dr.  Elliotson,  ibid.,  1824,  vol.  xiii                 ...               1               1  — 

Robert  Lee,  2  cases,  Medical  Gazette,  1839-40  1—1 

No.  2            ...                 ...                 ...               1             —  1 

Chaassier,  1814       ...                 ...                 ...  —             —  1 

R.   Lee,   ibid.,  c.  3,  Med.-Cliir.  Trans.,    xli, 

p.  143                ...                  ...                  ...  —             —  1 

Case  4,  ibid.             ...                 ...                 ...               1            —  — 

Ibid.,  Case  5            ...                 ...                 ...  —              1  — 

Ibid.,  p.  146  ...  ...  ...  1—1 

Professor  Van  der  Kolk,  ibid.,  p.  146          ...  —            —  1 

St.  Bartholomew's  Hospital,  No.  13            ...              1              1  — 
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Size  of  uterus        Uecidua  present, 
increased. 


In  utcrj.      In  ovo. 


Frank  Aylcs,  ibid.,  vol.  xi,  1871  ...  1 

G.  Checseman,  ibicL,  vol,  ii,  1861,  p.  250       ...  1 


50  cases: — Uterus  enlarged  in  41 ;  1  full  of  external  fibroids;  1  noi-mal  size; 
6  size  not  mentioned ;  in  1  a  decidua  was  believed  to  bave  been  dis- 
charged. Decidua  in  uterus  naentioned  in  24 ;  1  case  of  false  decidua ; 
in  25  no  mention.  Decidua  round  extra-uterine  ovum  in  9  cases;  1 
doubtful ;  in  -40  no  mention. 


The  President,  in  commending  the  valuable  nature  of  Dr. 
Routh's  i:>aper,  asked  him  why  he  had  limited  his  discussion  of 
possible  methods  of  treatment  to  puncture  and  injection  of 
morphia  ?  Dr.  Routh  could  not  be  ignorant  of  Dr.  Thomas' 
well-known  successful  case,  in  which  a  similar  tumour  was  02)ened 
from  the  vagina  by  the  galvano-caustic  knife,  a  ]Aa,n  of  treat- 
ment which  seemed  to  him  particularly  valuable  in  such  a  case, 
inasmuch  as  the  cautery  not  only  obviated  any  risk  of  haemor- 
rhage from  division  of  large  vessels,  but  the  sac  could  be  thus 
easily  emptied  of  its  contents,  leaving  the  placenta  in  situ, 
and  subsequently  thoroughly  drained  and  washed  out  with  anti- 
septics. Moi'eover,  in  these  days  of  antiseptic  surgery,  it  might 
be  that  in  the  future  the  loose  cysts  might  be  completely 
removed  by  gastrotomy. 

Mr.  DoRAN,  who  had  made  the  post  mortem  on  Dr.  Routh's 
patient,  and  prepared  the  specimen  now  exhibited,  remarked  that 
on  opening  the  abdominal  walls  he  found  the  upper  part  of  the 
cyst  rising  to  a  considerable  extent  above  the  brim  of  the  pelvis, 
and  bulging  into  the  right  iliac  fossa,  the  rent  whence  proceeded 
the  hcemorrhage  being  on  the  upper  and  posterior  aspect  of  this 
portion  of  the  cyst.  Had  gastrotomy  been  performed  on  the 
advent  of  the  dangerous  symptoms  the  cyst  could  have  readily 
been  reached  from  above,  and  the  laceration  detected  withoiit 
much  difficulty.  The  foetus  might  then  have  been  removed,  and 
the  bleeding  vessels  of  the  margin  of  the  wound  in  the  cyst 
secured  by  the  cautery,  and  the  remains  of  the  umbilical  cord 
ligatui'ed,  like  an  ovarian  pedicle.  The  rent  in  the  cyst  might, 
lastly,  have  been  sewn  up.  Or,  if  the  operator  beheved  that  the 
placenta  ought  to  come  away,  a  drainage  tube  might  have  been 
passed  through  the  wound  down  to  the  bottom  of  the  cyst,  and 
antiseptic  injections  introduced  till  the  placenta  could  be  sepa- 
rated. Drs.  Keith  and  Bantock  had  had  brilliant  results  from 
drainage  when  much  more  mischievous  moi'bid  structures  had 
been,  from  compulsion,  left  in  the  pelvis.  Extirpation  of  the 
cyst  would,  in  this  case,  have  been  impossible,  as  its  lower  part 
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was  firmly  adherent  to  the  viscera  and  the  great  nerves  and 
vessels  of  the  pelvis.  The  altered  relations  of  the  structures  in 
the  neighbourhood  of  Douglas's  pouch  would  have  made  any 
operation  from  iDelow  very  dangerous.  The  intestines  completely 
covered  the  upijer  part  of  the  cyst  in  front,  and  would  most 
assuredly  have  been  wounded  if  the  aspirator  had  been  used 
above  the  pubes. 

Dr.  Bantock,  limiting  himself  to  the  discussion  of  the  form 
of  extra-uterine  pregnancy  presented  by  Dr.  Eouth's  case,  was  of 
opinion  that  the  vaginal  operation  had  little  to  recommend  it  in 
consequence  of  the  impossibility  of  ascertaining,  with  any  approach 
to  accuracy,  the  exact  nature  of  the  case  by  means  of  a  vaginal 
examina^tion.  Nor  did  he  think  the  less  fomiidable  operation  of 
aspirating  the  sac  (through  the  vagina)  even  advisable,  because 
of  the  risk  of  wounduig  some  important  vessel  or  vessels,  as 
ajjpears  to  have  happened  in  the  case  under  discussion.  If 
aspiration  was  resolved  upon  it  should  be  done  from  above. 
But  he  was  of  opinion  that  gastrotomy  would  prove  more  satis- 
factoiy,  as  by  its  means  the  exact  nature  of  the  j^regnancy  could 
be  made  out.  If  the  foetus  should  happen  to  be  in  the  outer 
part  of  the  tube  the  sac  might  even  be  pediculated,  and  the 
pedicle  could  be  ligatured  or  treated  like  that  of  an  ovarian 
tumour.  If  near  the  uterine  end  the  sac  could  be  opened,  the 
fcetus  could  be  removed,  and  complete  drainage  could  be 
effected,  after  securing  the  edges  of  the  opening  to  the  lips  of 
the  abdominal  wound,  with  every  probability  of  success.  He 
was  at  a  loss  to  know  on  what  theory,  as  to  its  action,  calomel 
had  been  combined  with  the  opium  in  the  medicinal  treatment  of 
the  patient  after  the  aspiration. 

Dr.  Egbert  Baenes  thought  that  it  might  be  considered 
established  tha,t  in  cases  of  extra-uterine  fcetation  not  exceeding 
the  size  reached  in  the  present  instance,  the  oj^eration  from 
below  was  jn-eferable.  There  were  no  other  structures  inter- 
vening at  the  bottom  of  the  cyst,  and  the  antisejDtic  method 
might  be  applied  even  here.  Nature  often  took  the  course  of 
evacuation  by  the  rectum,  and  he  considered  it  preferable  to 
puncture  in  the  same  direction.  It  was  a  question  whether  it 
was  desirable  to  go  further — make  a  free  opening  and  remove  the 
foetus,  leaving  the  placenta.  If  this  case  was  left  to  nature  its 
course  was  tedious,  and  many  dangers  were  incurred.  These 
might  be  avoided  by  early  interference,  but  there  was  consider- 
able  risk  in  this  course  also.  In  one  case,  after  puncturing  for 
the  second  time  a  small  ovarian  tumour  from  below,  he  had  seen 
death  occur  from  peritonitis.  Another  patient,  now  under  his 
care,  after  puncture  of  a  dermoid  cyst,  was  ill  with  pelvic  perito- 
nitis and  suppuration. 

Dr.  Godson  disagreed  with  the  author  as  to  the  innocuous 
effects  likely  to  follow  tapping  per  rectum.      Fecal  gases  were 
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more  deleterious  than  atmosplieric  air,  aud  these  readily  found 
their  way  through  the  aperture  made  by  a  trocar.  Overlooking 
this,  Dr.  Godson  had  tapped  from  the  rectum,  by  means  of  a 
small  trocar,  a  cavity  which  consisted  of  the  uterus  aud  vagina 
thrown  into  one  by  distension  from  menstrual  fluid,  due  to 
imperforate  hymen.  The  contents  were  allowed  to  discharge 
themselves  gradually  through  the  canula  until  the  entire  swelling 
had  disappeared  ;  the  canula  was  then  removed.  A  day  or  two 
afterwards  the  distension  was  as  great  as  ever.  An  incision  was 
then  made  in  the  hymen,  and  a  large  volume  of  fetid  gas 
escaped,  the  character  of  which  was  unmistakable.  This,  in  Dr. 
Godson's  opinion,  overthrew  the  arguments  laid  down  by  Dr. 
Routh  in  favour  of  taj^ping  per  rectum. 

Dr.  Galabin  said  that,  with  reference  to  the  inference  to  be 
drawn  from  Dr.  Routh 's  case  as  to  the  C[uestion  of  treatment,  it 
was  of  interest  to  recall  the  statistics  of  the  late  Dr.  Pariy,  who 
in  his  monograph  had  collected  a  far  larger  number  of  cases 
than  any  other  author.  From  a  review  of  these  he  drew  the 
conclusion  that,  although  the  treatment  by  simple  puncture 
might  seem  at  first  sight  to  be  so  promising  aud  so  innocuous,  yet 
it  was  more  dangerous  than  either  leaving  the  case  to  nature  or 
evacuating  the  cyst  by  a  more  fi-ee  opening,  a  large  majority  of 
recorded  cases  so  treated  having  ended  fatally.  Within  the  last 
few  months  two  cases  of  treatment  by  vaginal  section  had  been 
reported  to  two  obstetrical  societies  in  America.  In  the  first, 
although  the  thermo-cautery  was  used,  it  failed  entirely  to  avoid 
the  risk  of  htemorrhage,  since  the  knife  penetrated  the  placenta, 
which  was  attached  at  the  bottom  of  the  cyst.  Bleeding  was 
stopped,  however,  by  complete  detachment  of  the  placenta,  and 
it  appeared  that  the  patient  might  have  recovered,  but  that 
previous  rupture  of  the  cyst  had  taken  place,  allowing  the  hand 
to  enter  the  general  peritoneal  cavity.  In  the  second  case,  in 
which  the  placenta  was  left  and  antiseptic  injections  used,  the 
patient  recovered. 

Dr.  RoGEES  said  from  the  discussion  that  had  taken  place  this 
evening  on  Dr.  Routh's  •  interesting  and  valuable  paper,  it  was 
evident  that  the  treatment  of  extra-iiterine  pregnancy  was  beset 
with  very  grave  difl&culties,  and  much  uncertainty  as  to  the 
safest  and  most  prudent  course  to  adopt.  No  doubt  one  case 
would  greatly  vary  from  another,  and  each  case  would  rec^uire 
very  serious  consideration  to  decide  what  plan  of  treatment 
would  be  the  wisest,  best.  Dr.  Rogers  had  in  the  course  of  a 
very  long  experience  met  in  his  own,  and  in  the  practice  of  his 
friends,  many  such  cases,  several  of  which  had  hai)pily  and  safely 
terminated,  as  in  the  case  recently  brought  before  this  Society 
by  Dr.  Priestley.  No  doubt  the  "  do-nothing  treatment,"  or 
leaving  the  case  to  the  remedial  efforts  of  nature,  had  in  many  of 
these  cases  resulted  in  ultimate  cure.     Yet  all  knew  from  past 
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records  ;  and  from  this  case,  that  frequently  it  was  otherwise,  and 
when  such  cases  as  Dr.  Eouth's  came  before  us  accompanied 
by  constant  and  incessant  suffering,  with  prospective  fatal  termi- 
nation, it  was  a  serious  thing  to  say  we  could  do  nothing  but 
give  morphia  or  other  soothing  medicines.  After  tapping  by 
aspirator  Dr.  Eouth's  case  felt  great  relief  when  left  by  Dr. 
Routh  under  his  care.  Some  little  time  after  Dr.  Eogers  found 
the  sac  refilled,  and  all  her  symptoms  of  so  grave  a  character 
that  he  purposed  using  again  the  asj)U'ator  needle,  but  as  he  was 
on  the  point  of  doing  so  his  colleague,  Dr.  Greenhalgh,  opposed 
it  so  strongly  that  he  postponed  the  operation  till  Dr.  Eouth's 
return.  This  delay  resulted  in  the  bursting  of  the  sac  and  death 
of  the  patient  from  haemorrhage.  From  consideration  of  this 
and  other  cases,  Dr.  Eogers  came  to  the  conclusion  that,  looking 
to  the  great  success  which  in  skilful  hands  and  with  antiseptic 
treatment  had  followed  gastrotomy,  he  would  advise  the  opening 
of  the  abdomen,  removing  foetus  without  placenta,  putting  in 
draining  tube  into  sac,  and  treating  in  the  usual  way  ;  but  if  the 
case  allowed,  there  being  a  pedicle  and  no  strong  adhesions,  this 
might  be  ligatured,  and  the  whole  ovum  removed  successfully. 

Dr.  Chambers  thought  it  easy  "to  be  wise  after  the  event," 
and  to  offer  suggestions  as  to  what  should,  as  well  as  what  should 
not,  have  been  done.  Without,  however,  being  hypercritical  he 
thought  that  when  Dr.  Eouth  was  called  to  his  patient  in  the 
middle  of  the  night  and  found  her  collapsed,  he  might  reason- 
ably, after  she  had  somewhat  recovered,  have  entertained  gastro- 
tomy as  a  justifiable  alternative.  Experience  has  clearly  shown 
that  of  all  desperate  operations,  performed  under  the  most  un- 
promising and  adverse  conditions,  gastrotomy  holds  out  the 
most  promising  chances  of  success.  He  had  performed  such 
operations  successfully  under  very  depressing  and  unfavorable 
circumstances.  At  the  same  time  he  well  understood  the  gravity 
of  such  operations,  as  well  as  the  responsibility  attaching  to  the 
operator  with  respect  to  the  position  of  the  blood  coagulations 
mentioned  by  Dr.  Wiltshire  ;  it  must  be  always  remembered  that 
when  blood  is  effused  it  is  in  a  fluid  form,  and  will,  of  necessity, 
follow  the  ordinary  laws  of  gravitation,  hence  the  position  of  the 
body  at  the  time  the  effusion  takes  place  will  decide  the  position 
of  the  blood  coagulations  found  in  this  case  after  death. 

Dr.  EoTJTH  thanked  the  members  of  the  Society  for  the 
instructive  discussion  on  his  j)aper,  and  hoped,  if  he  did  not 
refer  to  each  speaker  by  name,  they  would  not  consider  it  due  to 
want  of  respect,  but  because  their  c^uestions  had  already  been 
replied  to  by  other  Fellows  in  the  discussion  itself  which  had  fol- 
lowed. Dr.  Playfair  had  advocated  the  iise  of  the  galvano-caustic 
knife  through  the  vagina,  but  Dr.  Galabin's  reference  to  the  case 
so  operated  by  Dr.  Parry  answered  the  suggestion.  In  one  case 
death  nearly  followed  the  operation  from  haemorrhage,  and  if,  in 
VOL.  XXI,  8 
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his  (Dr.  Eouth's)  case,  even  a  small  aspirator  needle  had  pro- 
duced so  much  bleeding  as  to  call  for  him  to  stop  it,  what  might 
have  followed  if  the  knife  had  been  used.  Moreover,  in  these 
cases  we  never  knew  beforehand  where  the  placenta  was,  and,  as 
in  cases  of  Caesarean  section,  we  might  directly  impinge  upon  it 
and  produce  alarming  haemorrhage.  Early  gastrotomy  was  also 
hazardous,  and  so  long  as  the  foetus,  as  in  this  case,  was  within  the 
true  pelvis — even  with  antiseptic  surgery,  as  recommended  by 
Mr.  Doran,  the  position  would  make'gastrotomy  very  hazardous ; 
and  notwithstanding  Dr.  Bantock's  required  surgical  state  was 
present,  viz.  that  the  intestines  above  the  extra-uterine  preg- 
nancy were  not  fixed  above  it,  it  would  be  too  dangerous  and  too 
difficult  to  get  at  to  justify  the  operation.  Dr.  Barnes,  on  the 
contrary,  had  advocated  opening  from  the  vagina  and  extirpating 
all  fcetus  and  placenta  at  once.  But  supposing  adhesions 
existed  all  round  how  could  he  be  sui-e  contraction  of  the  sac 
would  take  place  at  once  ?  and  if  not,  the  wound  must  be  dis- 
charging blood  or  pus,  perhaps  for  weeks,  as  offensive  matters. 
Then  Dr.  Meadows'  successful  case,  where  the  placenta  was  left 
in  situ,  so  far  as  it  went  was  opposed  to  Dr.  Barnes'  method  of 
proceeding.  Dr.  Godson  had  advised  puncture  per  vaginam  in 
preference  to  that  j)er  rectum,  as  foetid  gases  might  enter  in  the 
latter  case.  This  was  true  if  a  trochar  were  used,  because  by  the 
larger  openings  left,  as  did  occur  in  Dr.  Braxton  Hicks'  case, 
before  referred  to,  and  where  death  resulted,  fcetid  gases  could 
enter,  or  air  leading  to  the  2>i'oduction  of  offensive  discharges'; 
but  not  so  if  the  aspirator  was  used  and  the  cyst  afterwards 
washed  out  with  an  antiseptic  solution,  which  was  his  (Dr. 
Eouth's)  invariable  practice,  as  in  this  case.  The  opening  was 
too  small  and  completely  closed,  and  here  it  could  not  be  found 
after  death.  This  reply  was  also  an  answer  to  Dr.  Galabin's 
objection, '-while  Dr.  Mun-ay's  experience  confirmed  the  excellency 
of  the  practice.  Dr.  Bantock  had  stated  the  treatment  must 
vaiy  with  the  case  and  age  of  extra-uterine  pregnancy.  If  it 
could  be  felt  above  pubis  he  would  prefer  gastrotomy.  Indubi- 
tably it  was  so  in  a  case  of  ventral  extra-uterine  pregnancy,  but 
he  (Dr.  Eouth)  thought  so  long  as  it  was  mainly  contained 
within  the  pelvis,  he  preferred  attacking  it  from  below.  He  gave 
calomel  more  as  a  preventive  because  it  kept  up  the  secretions. 
Dr.  Eogers  advised  the  placenta  to  be  left  in  situ.  In  this  he 
fully  concurred,  but  he  did  not  believe  in  this  case  the  cyst 
refilled,  but  of  the  two  the  emptying  of  one  caused  the  other  to 
come  down  and  take  the  new  position.  Dr.  Wiltshire  had  asked 
why,  when  he  (Dr.  Eouth)  had  diagnosed  the  bursting  of  the 
cyst,  he  had  not  at  once  opened  the  abdomen  and  proceeded  to 
remove  the  extra-uterine  pregnancy  and  thus  arrested  the 
haemorrhage.  Had  he  done  so  in  the  woman's  collapsed  state, 
and  she  had  died,  the  death  would  surely  have  been  brought  to 
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his  door.  Outsiders  had  an  unfortunate  habit  of  picking  holes 
in  a  neighbour's  pocket.  Moreover,  to  act  at  4  a.m.,  without  anti- 
septics ready,  and  any  assistance,  and  in  the  darkness  with 
candles  only,  is  not  always  easy.  He  agreed  with  Dr.  Wiltshire 
in  looking  to  the  general  pulsation  of  the  growth  as  a  pathogno- 
monic sign  of  extra-uterine  pregnancy.  He  concurred  with  Dr. 
Chambers  in  the  belief  that  if  an  extra-uterine  pregnancy  were 
bound  down  by  adhesions,  the  blood,  not  being  able  to  gravitate 
within  the  pelvis,  if  effused,  was  an  argument  in  favour  of  gas- 
trotomy  ;  but  it  was  ecj^ually  so  and  a  stronger  reason  for  acting 
from  below,  as  there  would  then  be  no  risk  of  wounding  the  peri- 
toneum in  Douglas's  pouch,  so  as  to  admit  effused  matters 
within  the  peritoneal  cavity. 


MAY  7th,  1879. 

W.  S.  Playpair,  M.D.,  F.R.C.P.,  President,  in  the  Chair. 

Present — 97  Fellows  and  30  visitors. 

Books  were  presented  by  Mr.  George  Brown,  Dr.  A. 
Courtj,  Mr.  E.  M.  Jenks,  and  Dr.  Charles  West. 

The  following  gentlemen  were  admitted  Fellows  of  the 
Society  :— Philip  Addis,  L.R.C.P.  Ed.  (Iyer)  ;  Alban  H. 
a.  Doran,  F.E.C.S.;  Charles  L.  Evershed,  M.R.C.S. 
(Arundel)  ;  George  J.  McKeough,  M.B.  ;  and  J. 
Knowsley  Thornton,  M.B.,  CM. ;  and  William  Blundell 
Willans,  F.R.C.P.  Ed.  (Great  Hadham),  was  declared 
admitted. 

The  following  gentlemen  were  proposed  for  election  : — 
Arthur  Guy  Elkinton,  M.R.C.S. I.,  Surgeon-Major  Gren. 
Guards,  George  Henry  McSwinney,  M.D.,  Queen^s  Univ.  I. 
(Brook  Green)  ;  Wm.  L.  Reid,  M.D.  (Glasgow)  ;  and 
William  Watter,  M.A.,  M.D.,  Manchester. 

Dr.  Percy  Boulton,  showing  an  extra-uterine  foetation, 
said — At  our  last  meeting  I  was  reminded  by  Dr.  Routh^s 
interesting  paper  on  extra-uterine  foetation  that  I  had  a 
specimen  at  home  which  has  never  been  shown  or  recorded, 
though  it  has  been  in  my  possession  about  fourteen  years. 

It  appears  to  have  been  such  an  excellent  case  for 
treatment  by  gastrotomy,  that  I  think  it  is  worth  showing 
as  evidence  in  favour  of  what  I  think  must  become  the  re- 
cognised treatment  in  most  of  these  cases  when  diagnosed ; 
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moreover,  owing  to  the  rarity  of  extra-uterine  fo^tation,  I 
think  all  cases  are  worthy  of  record. 

Having  kept  no  notes  at  the  time,  I  can  only  remember 
seeing  for  the  first  time  a  woman  of  about  thirty  dying 
from  shock,  which  I  attributed  to  internal  hajmorrhage. 
Pregnancy  had  never  been  suspected,  and  I  thought  the 
probable  cause  was  a  ruptured  aneurism. 

Post-mortem  examination  revealed  this  tubal  pregnancy, 
death  being  the  result  of  hsemorrhage  from  the  ruptured 
cyst,  much  clot  lying  over  the  peritoneum.  Had  the  case 
been  diagnosed  and  gastrotomy  been  performed,  it  would 
have  been  an  easy  matter  to  ligature  the  parts  between 
the  cyst  and  uterus,  and  remove  foetus,  placenta,  cyst,  &c., 
entire,  with  a  good  chance  of  saving  the  patient^s  life. 

Dr.  Wiltshire  was  glad  Dr.  Boulton  had  shown  this  specimen, 
as  it  well  illustrated  a  point  he  had  raised  at  the  previous  meet- 
ing, having  reference  to  the  treatment  of  the  tubal  forms  of 
extra-uterine  foetations  where  death  was  threatened  by  internal 
haemorrhage  from  bursting  of  the  sac.  In  Dr.  Boulton's  case  it 
was  evident  that  had  gastrotomy  been  performed  it  would  have 
been  possible  to  ligature  the  tube,  and  the  patient  might  thus 
have  been  saved.  No  doubt  the  diagnosis  was  suiTounded  by 
difficulty,  but,  when  it  could  be  made  at  all  clear,  he  thought 
it  was  the  duty,  in  these  days  of  successful  abdominal  surgery, 
of  the  attendant  to  interfere,  rather  than  to  stand  by  helplessly 
and  see  the  patient  die  without  an  attempt  being  made  to  relieve 
her. 

Mr.  Alban  Doran  observed  that  the  chief  feature  of  interest 
was  the  large  size  of  the  cyst,  considering  its  proximity  to  the 
uterus.  As  a  rule  tubal  cysts  rupture  very  early  in  pregnancy 
when  so  near  the  womb,  and  museum  specimens  show  that  in 
cases  of  tubal  gestation,  where  ruj)ture  does  not  occur  till  after 
the  fourth  or  fifth  month,  the  foetus  is  nearly  always  lodged  in  a 
dilatation  of  the  Fallopian  tube  near  its  fimbriated  extremity. 
The  position  of  the  cyst  in  Dr.  Boulton's  case  was  peculiarly 
favorable  for  its  extirpation  had  circumstances  made  its  removal 
during  life  practicable. 

Dr.  Brunton  presented  to  the  notice  of  the  Society  a 
specimen  of  a  rare  form  of  foetal  monstrosity,  that  known  to 
teratologists  as  congenital  ventral  hernia.  This  kind  of 
deformity  is  usually  met  with  in  the  complete  condition,  or 
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ectopia   in  whicli  the  viscera  lie  entirely  exposed  ;  in  this 
case  there  was  a  covering  of  peritoneum. 

The  delivery  occurred  in  the  practice  of  his  friend  Dr. 
Hurford.  The  child  was  the  offspring  of  healthy  parents  ; 
the  mother,  a  multipara^  had  borne  eleven  children^  of  which 
only  three  were  perfect,  the  others  either  being  premature 
or  having  a  congenital  deficiency,  such  as  harelip  or  cleft 
palate.  There  was  no  history  of  syphilis.  The  child  lived 
three  days  after  birth,  and  was  of  full  time. 


UNILOCULAR  CYST  INA^OLYIXG  BOTH  OVARIES 
AND  WITH  BOTH  FALLOPIAN  TUBES  A_T- 
TACHED. 

By  J.  KxowsLEY  Thoenton,  M.B,,  CM., 

SrEGEON   TO   THE   SAilAEITAX   FEEE   HOSPITAL  POE  "WOMEy   A>'T)  CHILDEEX. 

This  cyst  I  removed  from  a  married  woman,  set.  41,  at 
the  Samaritan  Hospital,  on  April  23rd.  I  have  thought 
it  worth  bringing  to  the  notice  of  the  Society  because  it 
is  a  rare  form  of  cyst,  and  because  when  met  with  it  is  apt 
to  render  the  operation  for  its  removal  difficult. 

The  large  cyst  is  one  of  a  class  not  uncommon.  A  true 
ovarian  cyst  but  practically  unilocular,  this  form  of  cyst 
commonly  has  in  its  interior  a  rich  growth  of  a  peculiarly 
hard  white  papilloma,  and  is  most  common  in  young  women. 
In  the  present  case  it  appeared  when  the  woman  was  young, 
though  she  has  carried  it  to  the  present  time.  The  histo- 
logy, and  to  some  extent  the  pathology,  of  these  so-called 
unilocular  cysts  has  been  admirably  worked  out  recently  by 
Drs.  Malassez  and  de  Sinety,  of  Paris,  and  when  their  papers 
are  complete,  I  think  we  shall  have  to  modify  considerably 
the  present  views  as  to  the  pathology  of  ovarian  tumours. 
The  peculiarity  in  this  tumour  is  that  it  includes  both 
ovaries  and  carries  both  Fallopian  tubes  on  its  surface.  I 
have  twice  before  recognised  this  condition  after  removal 
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of  the  tumour,  and  once  while  removing  it,  making  with 
this  four  cases.  All  have  occurred  in  my  own  practice,  and 
they  are  the  only  cases  of  the  kind  which  I  have  seen  in 
over  500  tumours  which  I  have  examined.  In  the 
specimen  I  now  show  you  the  two  tubes  are  readily  dis- 
tinguished, losing  themselves  towards  their  fimbriae  on  the 
surface  of  the  cyst.  It  is  not  easy  to  define  the  two 
ovaries.  In  one  of  the  other  cases  I  could  find  no  trace 
of  the  second  ovary.  In  another  both  ovaries  were  dis- 
tinct though  one  appeared  more  intimately  blended  with 
the  cyst-wall  than  the  other,  and  in  the  fourth  case,  the 
appearance  was  in  favour  of  one  ovary  having  become 
secondarily  adherent  to  a  cyst  of  the  other ;  but,  accepting 
this  view  as  the  correct  explanation  of  similar  cases,  it  is 
very  difficult  to  see  how  the  tube  also  becomes  in  its  whole 
extent  so  intimately  blended  with  the  outer  layer  of  the 
cyst  wall.  In  the  case  in  which  I  could  only  find  remains 
of  one  ovary,  though  both  tubes  were  attached,  the  nnion 
between  the  cyst  and  this  ovary  was  so  close  that  when 
torn  apart  Graafian  follicles  were  left  projecting  about  in 
equal  numbers  from  the  remains  of  the  ovary  and  the  cyst. 

In  the  present  case  I  did  not  recognise  the  fact  that 
both  tubes  were  attached  nntil  I  examined  the  cyst  after 
removal,  but  I  could  not  find  the  other  ovary  when  feeling 
for  it  to  see  if  it  was  healthy.  The  right  side  of  the  pedicle 
was  closely  attached  to  the  right  pelvic  brim,  so  that  both 
tubes  were  tied  up  closely  together  there ;  the  twisting  of 
the  uterus  must  have  been  gradual,  as,  before  I  began  the 
removal  of  the  cyst,  the  enlai'ged  fibroid  uterus  occupied 
its  normal  position,  and  the  pedicle,  though  broad  and 
extending  behind  the  uterus  in  a  way  which  puzzled  me, 
did  not  pass  at  all  to  the  left  side  of  it. 

When  these  tumours  are  extensively  adherent,  I  know 
of  no  condition  which  i-enders  the  operation  more  puzzling, 
it  is  almost  impossible  to  find  out  what  one  is  handling, 
and  what  is  the  relation  of  parts. 

\Vhen  I  fix'st  saw  the  patient  from  whom  this  tumour  wa  5 
removed,    I  thought  the  pelvic  condition  so   unfavorable 
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that  I  advised  her  to  try  one  tapping ;  the  fluid  was  very- 
clear  and  palej  like  that  of  an  extra-ovarian  cyst ;  sp.  gr. 
only  1008,  but  the  microscope  at  once  revealed  the  presence 
of  papilloma.  As  I  had  tapped  very  carefully  and  was  sure 
no  escape  into  the  peritoneum  had  taken  place,  I  felt 
justified  in  advising  her  to  wait  until  it  began  to  fill  again. 
I  removed  32 1  pints  in  October  and  there  were  24^  pints  at 
the  time  of  operation,  so  the  refilling  was  tolerably  rapid. 
The  patient  has  made  a  quick  recovery ;  the  temperature 
never  rose  above  100*4,  the  quickest  pulse  was  88 ;  the 
bowels  acted  on  the  sixth  day,  and  this  morning,  fourteenth 
day  after  operation,' she  was  sitting  up  fully  dressed  when  I 
entered  the  ward  at  9.30. 


ON  THE  USE  OF  FOECEPS  AND  ITS   ALTERNA- 
TIVES IN  LINGERING  LABOUR. 

By  Robert  Baenes,  M.D.,  F.R.C.P. 

The  theme  which  I  have  been  invited  by  the  Council  to 
bring  before  the  Society  for  discussion  is  the  following  : — 
"  On  the  use  of  the  Forceps  and  its  Alternatives  in  Linger- 
ing Labour. ^^ 

It  was  obviously  necessary  to  confine  the  discussion 
within  certain  definite  boundaries,  not  alone  in  order  to 
avoid  irrelevant  and  wasteful  debate,  but  also  as  the  most 
essential  condition  for  arriving  at  clear  and  useful  con- 
clusions. 

And  when  we  refer  to  "  conclusions  "  as  the  result  of 
our  discussions  we  shall  not  aim  at  the  framing  of  conclu- 
sions which  shall  be  final  or  absolute,  or  have  the"  force  of 
law.  We  could  not  engage  in  a  more  vain  and  injurious 
undertaking.  Science  is  in  her  veiy  essence  progressive. 
Freedom  from  arbitrai'y  dogmas  is  the  condition  of  her 
life.  It  is  that  freedom  which  impels  or  invites  every  one 
of  us  to  try  this,  like  every  other  scientific  question,  by 
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tlie  patient  and  candid  observation  of  nature,  acknowledg- 
ing no  mere  tradition  or  authority.  The  true  function  of 
a  society  is  to  gather  together,  and  then  to  diffuse,  know- 
ledge, to  encourage  independent  inquiry,  to  survey  from 
time  to  time,  by  the  light  of  mutual  reflection,  the  posi- 
tions attained,  and  thus  to  seek  sound  guidance  in  the 
application  of  our  knowledge  to  our  practical  duties. 

Ever  so  superficial  a  retrospect  over  the  history  of  the 
forceps  will  show  us  that  more  than  once  the  use  of  this 
instrument  has  been  defined  in  the  most  absolute  and  in- 
flexible terms.  And  although  arbitrary  laws  may  have 
met  with  wide  obedience,  many  men  have  always  refused 
to  be  fettered  by  them.  Some  of  these  rebels  may  have 
can'ied  their  contempt  against  authority  too  far  ;  they  may 
have  run  into  contrary,  even  licentious  extremes.  But 
they  are,  at  any  rate,  entitled  to  this  praise,  that  they 
have  kept  alive  the  spirit  of  independence,  have  compelled 
us  to  think  over  again,  to  doubt  whether  the  laws  we  had 
been  summoned  to  submit  to  were  the  expression  of  abso- 
lute wisdom. 

At  this  moment  practice  differs  widely.  And  this  dif- 
ference is  not  so  much  the  result  of  the  different  teaching 
of  the  schools  as  it  is  of  local  and  individual  accidents. 
Side  by  side  we  see  men  using  the  forceps  once  in  every 
nine  or  ten  cases,  or  oftener  still,  and  others  using  it, 
perhaps,  once  in  a  hundred  cases,  or  even  less ;  and  this 
under  conditions  that  offer  no  explanation  of  the  difference 
in  practice.  Looking  at  the  actual  practice  of  the  day, 
we  may  thus  see  repeated  and  continued  the  lessons  of 
history.  From  the  epoch  of  the  invention  of  the  forceps 
nearly  the  same  diversity  of  practice  has  existed.  Indeed, 
during  .the  early  days  of  the  forceps — speaking  of  this 
country,  the  birthplace  of  the  forceps — it  seems  probable 
that  the  forceps  was  more  commonly  employed  than  it 
was  thirty  or  forty  years  ago.  Now  and  then  the  use 
has  become  so  free  as  to  take  the  character  of  abuse ;  and 
then  an  outcry  has  arisen,  followed  by  reaction  and  re- 
striction.     Thus,  preceding  and  during  the  time  of  William 
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Hunter,  Osborne^  and  Denman,  instrumental  interference 
was  frequently  had  recourse  to  unnecessarily,  and  unskil- 
fully we  may  assume,  since  these  illustrious  men  thought 
it  right  to  exert  all  their  authority  in  discouraging  the  use 
of  instruments,  and  in  inculcating  blind  faith  in  Nature  as 
the  better  way.  So  earnest  was  their  zeal,  so  command- 
ing was  their  authority,  that  men  were  driven  back  into 
the  opposite  extreme  of  supine  inaction.  Rules  were  laid 
down,  and  widely  obeyed,  which  too  frequently  allowed 
parturient  women  to  drift  into  danger,  injury,  and  death. 
Thirty  years  ago,  even,  the  law  of  Denman  was  taught 
that  enjoined  us  to  wait  until  the  child^s  head  had  rested 
for  six  hours  on  the  perineum  before  resorting  to  the 
forceps  ;  and  this  policy  of  procrastination  was  scarcely 
mitigated  by  the  associated  rule  that  "  no  case  was  to  be 
esteemed  eligible  for  the  forceps  unless  the  ear  of  the  child 
could  be  distinctly  felt.''^  Many  of  us  may  remember  this 
sort  of  teaching.  Its  influence  may  have  been  beneficial  in 
repressing  reckless  and  unskilful  opei^ators.  But,  as  might 
be  expected,  the  neglect  of  the  forceps  has  entailed  the 
very  dangers  for  which  it  was  denounced.  The  casuist 
may  balance  the  degrees  of  culpability  of  the  man  who. 
seeking  to  help  a  woman,  injures  or  destroys  her,  and  of 
him  who,  trusting  alone  to  hope,  lets  a  woman  sink  into 
perilous  exhaustion  and  death.  The  result  to  the  victim 
is  the  same.  And  we,  weighing  the  men  in  the  scales  of 
science,  may  see  more  hope  for  humanity  in  the  enterprise 
of  the  man  who  acts  than  in  the  blind  helplessness  of  the 
man  who  does  nothing.  The  first  may  improve — he  may 
acquire  judgment  and  skill ;  for  the  man  who  is  tied  hand 
and  mind  to  a  policy  of  waiting  there  is  no  hope. 

So  far  is  the  question  of  the  application  of  the  forceps 
from  being  settled,  that  when  we  come  to  examine  it 
critically  we  find  ourselves  brought  face  to  face  with  some 
of  the  most  difficult  problems  in  obstetric  practice. 

The  limitation  of  our  inquiry  to  "  the  use  of  the  forceps 
or  its  alternatives  in  lingering  labour,"  implies  the  exclu- 
sion from  our  consideration : 
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1.  Of  those  cases  in  whicli  acceleration  of  labour  is  in- 
dicated by  convulsions,  by  haBmorrhage,  by  other  com- 
plications, as  syncope,  dyspnoea,  apoplexy. 

2.  Of  those  cases  in  which  the  child  is  in  danger  from 
prolapse  of  the  umbilical  cord  or  other  causes  independent 
of  protracted  labour. 

In  studying  the  question  before  us,  we  are  naturally 
drawn  to  institute  a  comparison  between  the  results  to 
mother  and  child,  as  to  injury  and  death,  under  the  two 
opposite  practices  of  free  resort  to  the  forceps,  or  to  its 
alternatives,  these  alternatives  being  understood  to  com- 
prise— (1)  simple  inaction,  or  expectancy ;  (2)  ergot  or 
other  oxytocics ;  (3)  the  fillet  or  lever ;  (4)  compression  of 
the  uterus,  or  other  manoeuvres,  not  instrumental. 

This,  the  statistical  method,  which  seems  to  promise  so 
much,  is  not  free  from  objection.  It  is,  in  the  first  place, 
not  easy  to  obtain  facts  that  are  fairly  comparable.  And 
even  could  this  postulate  be  secured,  it  would  not  follow 
that  we  could  decide  for  or  against  the  free  use  of  the 
forceps  because  the  injuries  and  deaths  of  mother  and 
infant  were  more  frequent  under  resort  to  the  forceps  or 
to  its  alternatives. 

This  brings  us  to  the  definition  of  the  state  which 
demands  or  justifies  interference.  How  shall  we  define 
this  state  ? 

Several  reasons  concur  in  leading  me  to  quote  the 
rules  of  Collins,  the  younger  Ramsbotham,  and  George 
Johnston. 

Collins  gives  the  following  as  the  conditions  for  using 
the  forceps  : — "  Generally  speaking,  so  long  as  the  pulse 
remains  good,  the  bowels  and  bladder  act  well,  the  soft 
parts  remain  free  from  severe  pressure,  and  uterine  action 
continues  so  as  to  cause  the  presenting  part  to  descend 
ever  so  slowly,  the  patient  having  no  pain  in  the  abdomen 
on  pressure,  or  local  distress,  the  child  at  the  same  time 
being  alive,  as  indicated  by  the  stethoscope,  I  am  satisfied 
no  attempt  should  be  made  to  deliver  with  instruments, 
and  that  he  who  does  so  wantonly  exposes  both  mother 
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and  child  to  danger.  .  .  .  The  necessity  alone  of  freeing 
our  patient  from  impending  or  present  danger  should 
induce  us  to  resort  to  instruments.^^ 

-  Ramsbotham  says  :  "  If  pains  are  subsiding  gradually, 
or  have  disappeared,  strength  failing,  spirits  sinking, 
countenance  anxious,  pulse  120  or  more,  tongue  coated, 
dry,  brown,  or  raspy,  two  or  three  rigors,  tenderness  on 
pressing  abdomen,  green  discharge,  preternatural  soreness 
of  vulva,  heat  and  swelling  of  vagina,  head  locked,  vomit- 
ing, hurried  breathing,  delirium,  or  coldness  of  extremities, 
then  delivery  must  of  necessity  he  effected,  and  we  should  be 
acting  most  injudiciously  to  allow  the  case  to  proceed 
until  the  four  last-named  symptoms  appear  without  relief 
being  offered.  .  .  ,  But  so  long  as  the  uterus  is  con- 
tracting with  energy,  the  strength  and  spirits  good,  the 
countenance  natural  and  cheerful,  pulse  under  100,  tongue 
and  mouth  moist  and  clean,  no  vomiting  or  rigors  or  heat, 
swelling  or  tenderness  of  parts,  so  long  as  the  head 
retreats  in  the  absence,  and  advances  in  the  presence 
of  pain,  provided  there  be  any  progress  in  the  labour  from 
hour  to  hour,  so  long  there  can  be  no  necessity  for  instru- 
mental aid.^^ 

George  Johnston  states  the  case  as  follows  (1872)  : — 
"  We  have  come  to  the  conclusion,  and  our  established 
rule  is,  that  so  long  as  nature  is  able  to  effect  its  purpose 
without  prejudice  to  the  constitution  of  the  patient, 
danger  to  the  soft  parts,  or  the  life  of  the  child,  we  are  in 
duty  bound  to  allow  the  course  of  labour  to  proceed.  But 
as  soon  as  we  find  the  natural  efforts  are  beginning  to  fail, 
and  after  having  tried  the  milder  means  for  relaxing  the 
parts  or  stimulating  the  uterus  to  increased  action,  and 
the  desired  effect  not  being  produced,  we  consider  we  are 
justified  in  adopting  prompter  measures,  and  by  our  timely 
assistance  relieve  the  sufferer  from  her  distress  and  danger, 
and  her  offspring  from  an  imminent  death.^^ 

Strictly  analysed  and  compared,  it  will  be  found  that 
the  rules  for  interference  as  laid  down  by  Collins,  Rams- 
botham,  and   George    Johnston,  representing,  as  they  do. 
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three  distinct  epochs  and  schools  of  practice,  are  all  but 
identical. 

How  men  recognising  the  same  principles  could  diverge 
so  widely  in  practice  is  a  curious  study.  It  constitutes 
the  very  kernel  of  our  discussion. 

Collins,  in  the  Rotunda  Hospital,  in  the  years  1826  to 
1833,  used  the  forceps  or  lever  once  in  607  cases.  John- 
ston, in  the  same  hospital,  in  the  years  1868  to  1875,  used 
the  forceps  once  in  every  10  or  11  labours. 

Somewhat  intermediate  in  time  between  Collins  and 
George  Johnston,  and  practising  under  conditions  some- 
what different,  stands  Francis  Ramsbotham,  who,  with 
David  Davis,  may  fairly  be  said  to  have  held  the  foremost 
position  during  their  time  in  this  metropolis  for  judgment, 
experience,  and  skill.  Ramsbotham  applied  the  forceps, 
in  the  work  of  the  Royal  Maternity  Charity  (1828  to  1850), 
once  in  671  labours.  There  is  no  doubt  he  would  have 
used  the  forceps  more  frequently  had  the  cases  all  been 
under  his  control  from  first  to  last,  as  is  the  case  in  a 
lying-in  hospital.  But  he  could  only  act  when  called  for 
by  a  midwife.  Thus  the  midwife  had  exhausted  the 
alternatives ;  and  we  may  take  the  residuum  in  which  the 
forceps  was  applied  as  representing  practically  the  pro- 
portion of  cases  in  which  resort  to  the  forceps  was  not  a 
matter  of  election,  but  of  necessity.  Now,  if  we  compare 
Ramsbotham's  experience  with  Collinses,  we  find  both 
using  the  forceps  in  public  practice — the  one  in  a  hospital, 
the  other  in  domiciles — at  nearly  the  same  rate  of  fre- 
quency. This  lends  strength  to  the  conjecture  that,  other 
alternatives  being  duly  tried,  the  proportion  of  cases  that 
imperatively  demand  the  forceps  does  not  exceed  1  in  500. 
If  this  prima  facie  case  be  supported  by  evidence  that  the 
damage  and  mortality  endured  by  mothers  and  children 
compare  favorably  with  the  results  of  more  active  practice 
— say  with  Dr.  Johnston's — then  we  may  be  led  to  con- 
clude that  in  very  many  cases  Dr.  Johnston  resorted  to 
the  forceps  when  there  was  no  necessity  for  the  operation, 
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that  is  to  say,  when  the  alternatives,  as  waiting  or  ergot, 
would  have  effected  delivery  with  equal  safety. 

This  does  not  carry  the  condemnation  of  Dr.  Johnston^  s 
practice,  for  the  question  would  still  remain,  after  the 
establishment  of  the  fact,  that  the  ultimate  results  to  mother 
and  child  were  similar  under  the  practice  of  Collins, 
Eamsbotham,  and  Johnston,  whether  the  forceps  would  not 
have  been  better  in  many  of  Collinses  and  Ramsbotham's 
cases  than  the  alternatives  which  were  trusted  to.  For 
example,  there  can  be  little  doubt  that  in  many  cases  under 
Collins  and  Ramsbotham  waiting  was  carried  to  the  verge  of 
danger,  whilst  in  Johnston's  cases  the  dangers,  immediate 
and  remote,  of  waiting  were  averted,  and  the  individual  and 
aggregate  suffering  in  actual  pain  was  immensely  curtailed. 
We  must  not  forget  that  the  forceps  is  not  simply  an  opera- 
tion of  necessity,  but  that  it  is  pre-eminently  an  operation 
of  election. 

Passing  from  public  practice  to  private  practice,  we  find 
in  the  first  volume  of  our  '  Transactions  '  the  records  of 
two  men  of  the  highest  stamp — the  one,  Robert  Dunn,  who 
practised  in  London ;  the  other,  W.  H.  Bailey,  who  prac- 
tised in  Thetford — that  is,  in  a  rural  district.  It  may 
safely  be  assumed  that  both  these  men  conducted  their 
practices  conscientiously  and  skilfully,  and  no  one  will 
doubt  that  they  have  recorded  their  experience  faithfully. 
During  twenty  years,  ending  with  1850,  Dunn  used  the 
forceps  twenty  times,  or  once  in  190  cases.  He  "'often 
used  ergot.'''  He  had  ten  cases  of  craniotomy.  He  says  : 
— "  Not  in  one  single  instance  has  tedious  or  difficult 
labour  proved  fatal  to  mother  or  child.''  But  two  deaths 
after  craniotomy  must  be  considered  to  qualify  this  state- 
ment. 

Bailey,  during  the  fifty  years  ending  in  1859,  used  the 
forceps,  it  is  presumed,  very  rarely.  He  does  not  specify 
how  often.      He  had  only  two  cases  of  embryotomy. 

Comparing  Dunn  and  Bailey,  we  see,  as  might  be 
expected,  a  marked  contrast  between  the  obstetric  his- 
tories of  a  town  and  of  a  rural  population.      Dunn  had  a 
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far  larger  proportion  of  difficult  cases.  Dunn's  embryotomy 
cases  were  1  in  400,  whilst  Bailey's  were  only  1  in  3200. 
Dunn's  maternal  deaths  were  1  in  150  nearly,  and  Bailey's 
1  in  430  only.  It  is  a  legitimate  conjecture  that  Bailey 
and  Dunn  worked  on  very  similar  rules.  The  difference 
in  their  practice  and  in  their  results  is  almost  certainly 
due  to  the  difference  in  the  subjects  they  had  to  deal  with. 
Another  caution  in  the  use  of  statistics. 

In  discussing  our  question,  we  are  met  by  the  necessity 
of  drawing  a  line  between  what  McClintock  called  the 
"  high  "  and  the  "  low  "  forceps  operations.  The  low  opera- 
tion takes  simply  those  cases  in  which  the  head  has 
entered  the  pelvic  cavity ;  the  high  operation  applies  to 
those  cases  in  which  the  head  is  seized  at  or  above  the 
brim.  The  distinction  is  imperative.  The  low  operation 
may  be  accomplished  by  the  short  or  single-curved  for- 
ceps. It  is  usually  a  very  simple  proceeding.  The  pre- 
sence of  the  head  in  the  pelvis  implies,  generally  at  least, 
that  there  is  no  obstacle  from  disproportion  to  be  overcome, 
that  the  resistance  of  the  cervix  uteri  and  vagina  has  been 
overcome,  and  that  there  remains  little  or  nothing  beyond 
the  resistance  of  the  vulva.  We  merely  want  a  little  vis 
a  tergo  to  complete  expulsion.  In  this  conjuncture  some 
will  prefer  ergot,  some  will  prefer  forceps.  My  own  deci- 
sion has  long  been  in  favour  of  the  forceps.  I  hesitate  to 
affirm  that  the  use  of  ergot  is  wrong  ;  but  the  following 
reasons  for  preferring  the  forceps  are  to  my  mind  suffi- 
cient : — 1.  Since  the  publication  of  Hardy  and  McClin- 
tock's  report  of  their  researches  at  the  Rotunda,  which 
showed  that  unless  the  child  was  born  within  a  short  time 
after  the  action  of  ergot  it  was  very  likely  to  be  born  dead, 
I  have  turned  my  attention  to  this  point,  and  have  seen 
abundant  confirmatiou  of  the  accuracy  of  their  observations. 
2.  The  action  of  ergot  upon  the  uterus  is  uncertain.  You 
want  a  certain  amount  of  uterine  action.  You  give  ergot, 
and  the  desired  result  may  ensue.  But  it  may  not.  You 
may  have  too  much,  or  too  little.  In  the  first  event  you 
have  evoked  a  Frankenstein  whose  brute  violence  you  can 
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neither  subdue  nor  reo-ulate.  The  force  which  should  be 
delicately  adjusted  to  the  resistance  is  in  excess.  And 
then  you  have  to  fear  the  very  dangers  of  lingering  labour 
— rupture  of  the  uterus,  other  injury  to  the  soft  parts,  and 
the  death  of  the  child — which  you  called  in  the  ergot  to 
avert.  I  prefer  to  enlist  an  ally  which  will  do  exactly 
what  I  want,  and  no  more.  3.  In  a  large  proportion  of 
cases  of  arrest  of  the  head  in  the  pelvis,  the  arrest  is  due 
to  malposition  of  the  head — for  example,  to  occipito-poste- 
rior  positions.  The  occiput  turns  up  under  the  sacral 
promontory,  and  then  the  driving  force  propagated  along 
the  child's  spine  tells  in  a  false  direction,  tending  to  roll  the 
head  more  over  on  its  transverse  axis.  It  tends,  in  short, 
to  revolve  in  extension  around  the  promontory  as  a  centime, 
instead  of  round  the  symphysis  pubis.  The  driving 
force  is  wasted.  Fortunately  it  often  ceases  or  moderates. 
It  is  utterly  unscientific,  even  dangerous,  to  goad  it  by 
ergot.  The  forceps  is  the  true  and  effective  help.  It  not 
only  supplies  the  wanting  force,  but  gives  that  force 
its  proper  direction,  under  conditions  in  the  highest 
degree  adapted  to  secure  the  wellbeing  of  mother  and 
child. 

I  have  now  set  forth  what  appears  to  me  to  be  the  first 
point  of  discussion — namely,  the  choice  of  the  forceps 
or  of  its  alternatives,  when  the  head  is  arrested  in  the 
pelvis. 

I  apprehend  that  there  is  not  much  room  for  disagree- 
ment upon  this  point.  It  is  practically  solved.  The  low 
operation  is  very  generally  in  use.  And  provided  reason- 
able discretion  dictate  the  line  of  acting,  and  fair  skill  be 
used  with  a  good  instrument,  this  operation  will  often  save 
the  mother  much  present  suffering,  will  in  many  cases 
lessen  or  remove  the  risk  of  injury  to  the  soft  parts,  lessen 
the  risk  of  septiceemic  fever,  and  promote  the  safety  of  the 
child.  It  is  very  easy  indeed  to  apply  tl>e  forceps  in 
cases  of  this  category  unnecessarily.  But,  on  the  whole, 
it  may  be  questioned  whether,  at  least  in  dealing  with 
women  of  weak  fibre,  nursed  in  luxury,  more  harm  may 
VOL.  XXI.  9 
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not  eusue  from  habitual  inaction  than  from  over-readiness 
to  operate. 

In  discussing  the  uses  of  the  forceps,  we  are  naturally 
led  to  inquire  what  its  powers  are — what  it  can  do  ? 

The  forces  of  the  forceps  are — (1)  tractile;  (2)  lever- 
age ;    (3)  compression  or  moulding  of  the  head. 

The  short  forceps  and  the  long  forceps  differ  widely  in 
the  degrees  in  which  they  enjoy  these  forces. 

The  short  forceps  has  but  moderate  tractile  power, 
a  limited  leverage  power,  and  scarcely  any  appreciable 
compressive  power,  apart  from  what  it  derives  from  the 
external  compression  of  the  soft  parts  upon  its  blades. 

But  the  long  forceps  possesses  all  three  powers  in  a  high 
degree.  1.  It  admits  of  tractile  power  greater  than  that  of 
the  natural  expulsive  power.  2.  Its  leverage  power  is 
greater,  and  may  be  often  effective  at  a  point  beyond 
reach  of  the  short  forceps.  3.  Its  compressive  power  may 
be  almost  indefinitely  increased,  according  to  the  con- 
struction of  the  instrument. 

Now,  since  all  these  forces,  or  equivalents  of  them,  are 
exerted  by  Nature,  it  is  but  logical  to  employ  them  in 
cases  where  Nature  fails.  In  a  well-devised  and  executed 
forceps-operation  something  is  gained  from  every  one  of 
these  forces.  The  best  forceps  will  be  that  which  enables 
the  operator  to  utilise  all  these  forces  in  due  harmony. 
Thus,  excess  of  traction  is  avoided  by  the  aid  of  judicious 
leverage  and  compi-ession.  Excess  of  compression  is 
avoided  by  judicious  traction  and  leverage.  Excess  of 
traction  and  of  compression — involving,  the  one,  risk  to 
the  mother,  the  other,  risk  to  the  child — both  admit 
of  important  mitigation  by  external  compression  and 
pushing,  imitating  the  driving  force  of  Nature.  And 
thus  the  highest  degree  of  safety  is  secured  to  both 
mother  and  child.  To  throw  away  these  powers  possessed 
in  the  highest  degree  by  the  long  forceps  is  to  abdicate  a 
vital  part  of  one  of  the  most  beneficent  instruments  that 
science  has  ever  put  into  our  hands. 

I  have  only  a  word  of  caution  about  the  use  of  leverage 
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in  the  high  operation.  It  mnst  be  applied  with  care  and 
moderation.  Its  advantages  are  not  so  manifest  as  in  the 
low  operation.  But  those  who  declaim  against  leverage 
absolutely  must  be  reminded  that  to  avoid  it  altogether  is 
a  physical  impossibility.  The  great  difficulty  in  practice 
is  to  find  the  equilibrium  between  the  powers  of  the 
forceps  and  the  resistance  to  be  overcome. 

We  now  come^  then^  to  the  question  of  the  liigli  o]3era- 
tion,  the  great  point  upon  which  the  contest  tui'ns.  Here 
problems  comparatively  unknown  in  connexion  with  the 
low  operation  come  into  consideration.  In  the  low 
operation  we  are  mostly  concerned  with  the  second  stage 
of  labour,  when  the  expulsion  of  the  child  is  partly  ac- 
complished. When  the  high  operation  is  in  question 
we  have  commonly  to  act  during  the  first  stage  of 
labour,  when  the  child  has  made  little  or  no  progress, 
and  therefore  when  in  many  cases  the  cervix  uteri  is 
imperfectly  expanded.  The  head  has  to  be  sought  and 
seized  at  or  above  the  pelvic  brim.  This  of  course 
demands  a  long  and  double-curved  forceps.  There  is  a 
greater  complication  of  factors ;  far  more  judgment  and 
skill  are  required  in  deciding  upon  and  in  carrying  out 
the  operation.  What  are  tlie  conditions  loJiich  demand  or 
justify  the  high  operation  ?  I  will  first  cite  the  plea  of 
Johnston  :  "  I  became,'^  says  Johnston,  "  an  advocate  for 
the  more  frequent  use  of  the  forceps  ....  from  having 
witnessed  on  many  occasions  the  direful  results  arising 
from  allowing  the  labour  to  continue  for  hours  unrelieved. 
The  painful  effects  of  such  a  system  became  evident  in 
numerous  instances  of  inflammation  and  sloughing  of  the 
vagina,  ruptured  uterus,  and  other  accidents,  too  often 
ending  in  fatal  consequences.^'  He  especially  dwells  upon 
the  injurious  effects  produced  by  long  pressure  of  the 
head  on  the  soft  parts  in  cases  where  the  liquor  aninii  has 
escaped  at  the  commencement  of  labour,  and  the  danger 
that  arises  from  the  head  pressing  on  the  expanded  cervix 
uteri  before  the  os  is  fully  dilated.  He  asks  :  "  Why 
should  we  permit  a  woman  to  undergo  hours  of  torture  ? 
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....  Why  should  she  be  allowed  to  waste  her  strength 
and  incur  the  risks  consequent  upon  the  long  pressure  of 
the  head  upon  the  soft  parts,  the  tendency  to  inflammation 
and  sloughing  of  the  vagina,  or  the  danger  of  rupture  of 
the  uterus,  not  to  speak  of  the  looisonous  miasm  that 
emanates  from  an  inflammatory  state  of  the  passages,  the 
result  of  tedious  labour,  and  which  is  one  of  the  fertile 
causes  of  puerperal  fever  ....  attributed  by  some  to 
the  influence  of  being  confined  in  a  large  maternity  ?" 

All  this  argument  applies  to  the  low  operation ;  but, 
tested  by  Johnston's  practice,  it  applies  chiefly  to  the  high 
operation. 

Johnston  is  brought  into  direct  collision  with  those  au- 
thorities who  teach  that  daring  the  first  stage  of  labour 
little  mischief  from  pressure  of  the  soft  parts  (we  of  course, 
exclude  cases  of  disproportion),  and  little  other  mischief 
is  to  be  apprehended  during  the  fii'st  stage  of  labour  ;  in 
short,  that  the  term  "  lingering  labour  "  has  no  practical 
significance  until  we  arrive  at  the  second  stage.  If  we 
accept  this  doctrine  the  question  is  solved ;  our  discussion 
is  at  an  end  ;  Dr.  Johnston  and  those  who  advocate  the  high 
operation  are  out  of  court,  or  nearly  so.  But  is  this 
sentence  just  ?  Must  we  go  back  to  the  narrow  dicta  of 
William  Hunter,  Osborne,  and  Denman  ?  Must  we  declare 
that  Smellie,  Perfect,  David  Davis,  Francis  Ramsbotham, 
to  say  nothing  of  our  predecessors  and  contemporaries  in 
Europe  and  America,  who  so  frequently  resort  to  the  high 
operation,  are  all  wrong  ?  We  should  surely  repudiate 
such  a  sentence,  and  none  the  less  because  many  of  us 
would  be  included  in  the  same  condemnation. 

It  may  be  at  once  admitted  that  there  are  cases  of 
lingering  labour  during  the  first  stage —  that  is,  before  the 
cervix  uteri  is  fully  expanded,  and  before  the  child's  head 
has  entered  the  pelvis. 

One  order  of  such  cases  may  be  quickly  dismissed. 
Those  in  which  the  uterus  is  more  or  less  paralysed  or  dis- 
ordered in  its  action  by  excess  of  liquor  amnii,  by  the  pre- 
sence of  twins  or  too  large  a  child,  or  by  extreme  rigidity 
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of  the  cervix  uteri.  The  first  difficulty  is  often  got  over 
b}""  simple  puncture  of  the  membranes.  But  not  seldom 
the  evacuation  is  not  complete  enough  ;  the  head  drops 
upon  the  unexpanded  os  uteri,  and  blocks  the  way  of  escape 
like  a  ball-valve^  and  labour  is  suspended,  "  lingering/^  In 
such  cases  I  have  obtained  quick  release  by  introducing 
one  blade  of  the  forceps.  This  lifts  the  head  off  the  cervix, 
forms  a  channel  for  the  flow  of  the  ponded-up  waters,  and 
calls  out  the  reserved  diastaltic  function.  If  the  uterus 
and  system  have  been  so  far  weakened  as  not  to  respond  to 
this  tentative  measure,  the  second  blade  is  introduced,  and 
the  proper  action  of  the  forceps  is  invoked. 

Secondly,  labour  also  may  become  lingering  in  the  first 
stage  because  the  child  is  dead.  When  the  child  has  been 
dead  some  time,  it  has  lost  its  resiliency,  and  driving  force 
acting  upon  it  tends  to  compress  it  into  a  ball,  instead  of 
propelling  it  onwards.  Craniotomy  would  be  the  proper 
alternative  here.  Bat  until  we  know  the  child  is  dead,  the 
forceps  is  preferable.  Monasters  commonly  cause  lingering 
labour  for  analogous  reasons. 

Then  we  come  to  a  third  order  of  cases  in  which  the 
liquor  amnii  has  sufficiently  escaped,  and  in  which  the 
head  rests  upon  the  brim,  or  is  only  partially  engaged 
within  the  brim,  and  the  cervix  uteri  is  impei'fectly  ex- 
panded. We  may  here  call  to  mind  the  general  fact  that 
the  full  dilatation  of  the  cervix  is  effected  by  the  eccentric 
pressure  of  the  bag  of  membranes  and  of  the  chikVs  head, 
and  that  consequently  we  do  not  expect  to  find  full  dilata- 
tion until  the  head  can  engage  in  the  pelvic  cavity.  It  is 
true  that  in  some  cases  of  very  protracted  labour,  the 
uterus,  shortening  itself  under  long- continued  efforts,  may 
open,  whilst  the  head  is  delayed  above  the  brim.  But  the 
fact  remains  generally  true  that  so  long  as  the  head  is 
above  the  brim  the  cervix  is  only  imperfectly  expanded. 
Hence  it  follows  that  to  apply  the  forceps  to  the  head  above 
the  brim  the  blades  must  generally  be  passed  through  an 
imperfectly  dilated  cervix.  We  must  recognise  this  fact 
because  it  is  a  direct  infringement  of  the  old  canon  never 
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to  use  the  forceps  until  the  os  is  fully  expanded.  We  see 
in  this  fact  also  one  broad  distinction  between  the  low 
and  the  high.operation. 

What  ai'e  the  cases,  the  liquor  amuii  having  escaped, 
the  head  resting  on  the  pelvic  brira,  and  the  cervix  im- 
perfectly expanded,  which  call  for  the  forceps  or  its  alter- 
natives ?  We  may  clear  the  ground  by  saying  that  the 
first  alternative  to  try  is  patience  and  reasonable  time. 
Ergot  is  open  to  even  graver  objection  in  this  case  than 
when  the  head  is  in  the  pelvis.  Without  condemning  the 
practice  of  those  who  do  use  it,  I  may  be  permitted  to 
repeat  that  I  myself  would  not  use  it.  Delay  at  the  brim 
may  be  due  to  minor  degrees  of  disproportion,  and  this  is 
not  always  easy  to  diagnose.  Ergot,  therefore,  may  be 
injurious  as  well  as  uncertain. 

There  is  another  order  of  cases  in  which  the  head  is 
delayed  at  the  brim  which  involves  the  conditions  of 
lingering  labour — I  mean  cases  of  overhanging  belly  and 
uterus,  in  which  the  abdominal  muscles  fail  to  keep  the  long 
axes  of  the  uterus  and  child  in  due  correlation  with  the 
axis  of  the  pelvis.  Here  the  forceps  is  especially  useful, 
even  though  the  cervix  be  not  fully  dilated.  The  alterna- 
tive is  turning.  Both  are  facilitated  by  delivery  in  the 
dorsal  posture  and  by  compression  of  the  abdomen. 

We  may  now  apply  the  test.  What  is  lingering  labour  ? 
For  it  will  scarcely  be  denied  that  if  the  signs  of  lingering 
labour  are  manifested  whilst  the  head  is  above  the  brim,  we 
are  as  much  called  upon  to  interfere  as  when  the  same  signs 
are  manifested,  the  head  being  in  the  pelvic  cavity.  And 
unquestionably  these  signs  may  occur.  But  they  will  occur 
much  more  rarely  than  at  a  later  period — that  is,  during 
the  second  stage  of  labour.  To  state  the  proposition  is 
almost  to  prove  it.  Fatigue,  exhaustion,  is  a  question  of 
time.  It  is  not  necessary  then  to  insist  that  a  patient's 
strength  may  take  her  easily  through  the  first  stage,  and 
yet  be  inadequate  to  carry  her  through  the  second.  Just 
as  a  pedestrian  may  do  his  first  ten  miles  without  distress 
and  yet  break  down  during  the  next  lap.     It  may  be  true 
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that  the  first  stage  presents  the  greater  difficulties,  but 
then  these  are  encountered  by  fresher  powers. 

Let  us  take  it  then  as  granted  that  the  high  operation 
is  sometimes  called  for.  But  experience,  as  recorded  by 
Collins,  Ramsbotham,  and  a  host  of  others,  compels  us  to 
afiirm  that  the  necessity  for  this  operation  cannot  be  fre- 
quent. The  frequent  resort  to  the  operation,  then,  must 
rest  for  its  chief  justification  upon  its  ittility,  and  in  utility 
is  included  safety.  Apart  from  the  cases  of  necessity, 
when  is  the  operation  useful  ?  And  what  are  its  dangers  ? 
I  mean  those  pertaining  to  the  operation  itself. 

I  will  first  take  the  question  of  danger,  assuming,  of 
course,  reasonable  skill.  The  forceps  has  to  be  introduced 
through  an  imperfectly  expanded  cervix.  Dr.  Johnston 
admits  danger.  He  is  careful  to  say,  "  I  must  here  caution 
the  practitioner  that  this  operation  is  not  without  danger 
in  unskilful  hands,  by  whom  it  should  never  be  attempted.^' 
I  am  disposed  to  go  further,  and  say  that  this  operation  is 
not  without  danger  even  in  skilful  hands.  The  width  of 
the  fenestra  of  the  forceps  is  about  two  inches.  When 
both  blades  are  applied  to  the  head  we  have  a  globe 
measuring  generally  more  than  four  inches  in  diameter  to 
bring  through  the  os  uteri.  But  the  os  uteri  may  be 
three  inches  or  less  in  diameter.  We  must  therefore  apj^ly 
the  blades  high  above  the  os  uteri.  This  is  generally  not 
very  difl&cult.  I  have  often  done  it.  The  difficulty  comes 
later.  You  begin  extraction.  If  the  os  is  easily  dila- 
table, and  sometimes  it  is  so,  it  is  dilated  after  a  process 
closely  resembling  that  of  nature.  The  head-globe  is 
made  to  open  it.  But  it  frequently  happens  that  the  os 
is  not  so  easily  dilatable.  The  natural  order  and  process 
of  labour  has  been  disturbed,  partly  it  may  be  by  the 
difficulty  which  made  it  lingering,  and  partly  by  the  inter- 
ference of  the  operator.  This  disturbance  is  very  apt  to 
entail,  if  not  spasmodic  rigidity,  at  any  rate  a  passive 
unyieldingness  of  the  cervix.  Then,  what  li-appeus  if  you 
put  on  traction  ?  The  whole  uterus  and  child  are  dragged 
down  together  some  way,  and  sometimes  very  far  towards 
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the  pelvic  outlet.  The  blades  of  the  forceps  divergent 
with  the  head  between  them,  will  not  come  through  the 
narrower  os.  Traction  under  these  conditions  must  often 
be  continued  for  a  long  time — an  hour  or  more — before 
the  head  will  come  through.  And  during  all  this  time  the 
pressure  upon  the  inner  surface  of  the  lower  segment  of 
the  uterus,  and  upon  the  thin  edge  of  the  os  uteri  is  very 
great,  sometimes  more  than  it  will  bear  with  impunity. 
Some  amount  of  bruising  is  inevitable,  more  perhaps  than 
it  would  have  undergone  if  left  to  nature,  and  not  seldom, 
as  I  know,  the  os  uteri  is  torn.  And  this  also  I  know, 
that  during  this  artificial  dilatation  of  the  cervix,  the 
suffering  of  the  woman  is  greater  than  when  the  dilatation 
is  effected  under  the  natural  forces.  Then  again  the  dis- 
turbance of  the  more  natural  process  of  parturition,  the 
due  sequence  of  its  acts  being  perverted,  entails  after- 
trouble.  I  am  sure  that  the  disposition  to  retention 
of  the  placenta  and  haemorrhage  is  increased.  Now 
these  are  precisely  the  effects  of  lingering  labour  which 
we  urge  as  our  excuse  for  operating.  What  have  we 
gained  ? 

This  objection  applies  with  peculiar  force  to  primiparje. 
The  cases  must  be  extremely  rare  in  which  there  is  any 
danger  from  lingering  labour  in  the  first  stage,  apart  of 
course  from  obstruction  due  to  disproportion  or  malposition. 
Yet  we  find  Dr.  Johnston  applying  the  forceps  to  123 
primiparas,  before  the  os  uteri  was  fully  dilated ;  in  103 
there  was  ''  early  rupture  of  the  membranes.'^  Of  these, 
in  64  cases  the  head  was  above  or  in  the  brim  ;  9  of  the 
women  died,  "  3  from  convulsions  ;  2  of  gastro-enteritis  ;  1, 
sloughing  of  vagina;  1,  pei'itonitis ;  1,  uterine  diphthe- 
ritis  :  1,  distress  of  mind.  In  none  of  these  cases  at  post- 
mortem examination  was  there  seen  any  injury  to  the  os 
uteri  beyond  the  ordinary  fissuring  that  would  take  place 
in  first  labour.^^  Accept  this,  as  I  do,  without  reserve  ; 
still,  that  an  undue  degree  of  contusion  was  caused,  that 
suffering  and  shock  from  the  violent  derangement  of  the 
process  of  labour  were  increased^  ^nd  that  these  conditions 
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may  have  iuflueuced  the  mortality^  we  may  be  permitted 
to  suspect. 

A  most  serious  objection  to  the  high  operation  lies  in 
the  difficulty  of  diagnosing  whether  the  case  before  us  is 
one  that  fairly  admits  of  the  opei'ation  being  cam'ied  out. 
There  are,  for  example,  minor  degrees  of  obstruction,  from 
slight  pelvic  contraction,  from  rigidity  of  the  cervix  uteri, 
or  from  slight  excess  in  size  or  want  of  plasticity  of  the 
child^s  head,  which  the  long  forceps  may  succeed  in  over- 
coming. We  are,  in  fact,  on  the  very  border-line  of  the 
dominion  of  the  forceps  ;  and  we  cannot  always  tell,  until 
we  try,  whether  the  forceps  is  equal  to  the  trial  or  not. 
In  the  case  of  primiparce  this  point  is  especially  difficult  to 
determine.  It  may  to  some  extent  be  determined — first, 
by  exploring  the  brim  of  the  pelvis  fairly  by  the  hand 
under  antesthesia ;  and,  secondly,  by  a  tentative  use  of  the 
forceps.  We  can  but  give  it  up  for  turning  or  craniotomy 
if  it  fail. 

We  may  do  much  to  overcome  rigidity  of  the  cervix 
uteri  by  copious  warm  water  irrigation  and  the  hydro- 
static bags. 

There  is  an  argument  which  the  advocates  for  the  free  use 
of  the  foi'ceps  urge,  and  justly  urge,  which  claims  the  most 
earnest  attention.  Neglect  of  the  forceps  entails  abuse  of 
craniotomy.  You  wait  so  long  that  at  last  the  child  has 
to  be  sacrificed  in  order  to  save  the  mother.  A  careful 
survey  of  the  annals  of  obstetric  practice  justifies  this 
conclusion.  I  have  drawn  up  a  table  to  illustrate  this 
point.  Thus  Collins^  craniotomy  cases  were  1  in  211, 
whilst  his  forceps  cases  were  1  in  607  ;  Eamsbotham^s 
craniotomy  cases  were  1  in  802,  his  forceps  cases  1  in  670  ; 
Johnston's  craniotomies  were  1  in  281,  his  forceps  cases  1 
in  10^.  These  refer  to  the  ordinaiy  run  of  public  practice. 
But  if  we  take  the  records  of  the  most  ardent  opponent  of 
the  forceps,  the  late  Eobert  Lee,  we  shall  have  the  most 
striking  example  of  what  a  doctrine  carried  out  to  the 
most  rigorous  extreme  will  lead  to  in  practice.  During  an 
active  consultation  practice  ending  in  1863,  Dr.  Lee  per- 
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formed  craniotomy  in  186  cases,  and  used  the  forceps  in 
only  53.  He  never  used  the  long  forceps.  No  one  can 
peruse  the  histories  of  his  cases  without  the  painful  con- 
viction that  in  many  instances  the  long  forceps  might,  with 
advantage  to  the  mother  as  well  as  the  child,  have  been 
substituted  for  craniotomy.  It  is  true  that  this  terrible 
experience  is  the  record  of  consultation  practice.  He  was 
commonly  called  in  to  cases  which  had  drifted  within 
the  confines  of  danger.  We  must  further  remember  that 
he  practised  during  a  reign  of  terror,  which  he  himself  had 
done  more  than  any  man  to  create,  when  to  use  the  long 
forceps  was  held  to  be  almost  a  criminal  act.  But 
making  the  most  liberal  allowance  for  all  this,  admitting 
that  he  would  meet  with  a  larger  proportion  of  desperate 
cases  than  can  possibly  occur  again,  the  preponderance  of 
the  perforator  over  the  forceps  will  still  strike  us  as 
appalling. 

I  may  here  state  that  my  experience  of  the  comparative 
resort  to  the  forceps  and  craniotomy,  and  of  the  mortality 
of  mothers  and  children  in  the  practice  of  the  Royal 
Maternity  Charity,  is  very  similar  to  that  of  Ramsbotham, 
whom  I  succeeded  ;  and  I  think  I  may  appeal  to  my  suc- 
cessor, Dr.  Roper,  to  support  the  proposition  that  the 
statistics  of  this  great  institution  still  bear  the  same 
evidence. 

I  regret  that  leisure  utterly  fails  me  to  draw  out  an 
analysis  of  my  forceps  and  craniotomy  operations  during 
an  active  consultation  practice  of  twenty-five  years.  But 
I  may  safely  venture  on  the  statement  that  the  forceps  and 
turning  cases  greatly  outweigh  the  craniotomies.  Con- 
trasted with  craniotomy,  the  forceps  is  fi'equently  an 
elective  alternative  operation.  And  so,  again,  turning  is 
not  seldom  an  elective  alternative  against  craniotomy.  To 
have  demonstrated  this  I  take  to  be  one  of  the  many 
claims  to  the  gratitude  of  mankind,  and  to  a  place  in 
Westminster  Abbey,  which  Sir  James  Simpson  has  esta- 
blished. 

Taking  a   scientific   point   of   view,  craniotomy  should 
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never  be  the  alternative  for  the  forceps.  The  dominion  of 
this  sacrificial  operation  is  totally  distinct  from  that  of  the 
conservative  operation  of  the  forceps.  To  apply  a  recent 
famous  political  expression,  we  may  take  it  that  there  is  a 
''  scientific  frontier  "  against  craniotomy.  We  have  not 
yet  secured  this  frontier.  We  may  never  acquire  it  abso- 
lutely. But  it  nevertheless  exists  potentially;  and  it  is  our 
duty  to  strive  after  it  by  constantly  advancing  the  outposts 
of  the  forceps  and  of  turning. 

I  beg  leave  to  conclude  this  rapid  and  inadequate  review 
of  a  difficult  question  by  stating  the  following  proposi- 
tions as  presenting  the  points  that  chiefly  challenge  dis- 
cussion : — 

1.  In  lingering  labour,  when  the  head  is  in  the  pelvic 
cavity,  the  forceps  is  better  than  its  alternatives. 

2.  In  lingering  labour,  when  the  head  is  engaged  in  the 
pelvic  brim,  and  when  it  is  known  that  the  pelvis  is  well 
formed,  the  forceps  is  better  than  its  alternatives. 

3.  In  lingering  labour,  when  the  head  is  resting  on  the 
pelvic  brim,  the  liquor  amnii  discharged,  and  it  is  known, 
either  by  exploring  with  the  hand  or  by  other  means,  that 
there  is  no  disproportion,  or  only  a  slight  degree  of  dispro- 
portion, even  although  the  cervix  uteri  is  not  fully  dilated, 
the  forceps  will  generally  be  better  than  its  alternatives. 

4.  In  proportion  as  the  head  is  arrested  high  in  the 
pelvis,  in  the  brim,  or  above  the  brim,  the  necessity,  the 
utility,  and  safety  of  the  forceps  become  less  frequent. 

5.  As  a  corollary  from  the  preceding  proposition  in- 
creasing caution  in  determining  on  the  use  of  the  forceps, 
and  greater  skill  in  carrying  out  the  operation,  are  called 
for. 

In  most  things  there  is  a  middle  way.  ''  Ni  jamais,  ni 
toujours,^'  is  a  proverb  full  of  wisdom.  I  cannot  better 
illustrate  the  wisdom  of  deducing  the  greatest  good  from 
over-caution  on  the  one  hand  and  from  too  bold  enterprise 
on  the  other,  than  by  citing  the  precept  and  practice  of 
Boer.  This  famous  surgeon,  having  witnessed  in  Paris  the 
extreme  activity  of  French  Midwifery,  and  in  London  the 
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too  procrastinating  practice  of  England,  recognised  tlie 
middle  course  as  tlie  best,  constructed  his  forceps  of 
medium  length,  saying,  "  Everything  is  not  to  be  taken 
away  from  Nature,  neither  is  everything  to  be  be  left  to 
her." 

The  President. — I  am  sure,  gentlemen,  I  shall  be  ex- 
pressing the  unanimous  opinion  of  the  Society  if  I  state 
how  deeply  indebted  we  are  to  Dr.  Barnes  for  his  very 
interesting  and  philosophical  paper.  It  is  one  of  the  most 
valuable  contributions  on  the  use  of  forceps  with  which  I 
am  acquainted.  I  shall  not  now  trespass  upon  the  time 
of  the  Society  by  making  any  observations,  inasmuch  as 
there  are  several  gentlemen  present  who  have  come  from 
a  great  distance,  and  whose  views  on  the  subject  of  dis- 
cussion we  shall  all  be  anxious  to  hear.  I  may  just  say 
that  the  one  point  on  which  Dr.  Barnes  did  not  seem  to 
me  to  enter  so  largely  as  the  terms  of  the  discussion  might 
have  admitted,  and  upon  which  we  shall  be  pleased  to 
hear  the  experience  of  any  gentleman  who  will  enter  into 
it,  is  the  value  of  uterine  compression  and  ergot  as  taking 
the  place  of  the  forceps. 

Dr.  George  Kidd,  of  Dublin,  being  called  upon  by  the 
President,  said  :  I  would  rather  that  some  of  your  London 
leaders  had  risen  to  open  this  discussion.  I  came  here 
far  more  to  obtain  information  than  to  take  any  part  iu 
the  proceedings.  The  subject  is  one  which  has,  however, 
occupied  a  great  deal  of  my  attention,  and  a  great  deal  of 
the  attention  of  the  Dublin  Obstetrical  Society,  for  some 
time  past.  With  regard  to  the  use  of  the  forceps  in  what 
may  be  called  the  low  operation,  I  believe  we  are  all  agreed 
that  it  is  advisable — that  it  contributes  to  the  safety  of 
both  the  mother  and  the  child.  Some  eight  or  ten  years 
ago,  when  I  first  had  the  honour  of  sitting  as  President  of 
the  Dublin  Obstetrical  Society,  I  laid  before  the  Society 
an  analysis  of  the  published  reports  of  the  Eotunda  Lying- 
in  Hospital,   iu  which  I  attempted  to    show,  and   I    still 
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believe  I  did  show^  tliat  in  proportion  as  the  forceps  were 
freely  used  iu  cases  of  difficult  and  tedious  labours  the 
deaths  of  the  mothers  decreased,  and  the  lives  of  the  chil- 
dren were  saved.  I  scarcely  think  it  necessary  to  occupy 
the  time  of  the  Society  by  dwelling  upon  this  point.  The 
more  important  point,  I  think,  is  with  reference  to  the 
high  operation,  as  it  has  been  called.  Now,  Dr.  Barnes 
has  spoken  to-night  of  the  high  operation,  and  I  think  he 
has  not  clearly  defined  it.  The  proposition  that  has  been 
made  of  late  days  is,  that  we  may  use  the  forceps  before 
the  OS  uteri  is  dilated.  Now,  as  the  term  "high  opera- 
tion "  has  been  generally  accepted  as  applying  to  where 
the  OS  is  dilated,  but  the  head  is  still  lying  at  the  brim,  on 
that  point  there  can  be  little  difference  of  opinion.  If  the 
OS  is  fully,  or  nearly  fully,  dilated,  and  the  head  lying  at  the 
brim,  and  making  no  progress,  I  do  not  think  any  of  us 
will  hesitate  to  apply  the  forceps  in  that  case.  But  when 
a  gentleman  tells  us  that  with  an  os  that  will  barely  admit 
the  top  of  his  finger  he  would  proceed  then  to  apply  the 
forceps,  he  throws  down  a  challenge  which  I,  for  my  part, 
cannot  resist.  The  important  and  essential  point,  I 
believe,  is  this  :  Are  we  to  use  the  forceps  where  there  is 
an  undilated  os  uteri  ?  Dr.  Johnston,  who  is  the  great 
advocate  for  the  early  use  of  the  forceps,  and  the  use  of 
it  in  the  first  stage,  lays  it  down  as  a  rule  that  it  may  be 
used  with  an  undilated  os  uteri,  but  it  must  be  a  dilatable 
OS.  I  believe  that  there  are  many  of  these  cases  in  which 
it  is  quite  unnecessary  to  use  the  forceps,  and  that  there 
are  many  in  which  some  of  the  alternatives  will  be  a  great 
deal  safer  for  both  mother  and  child.  You  may  have  an 
undilated  os,  but  in  a  dilatable  condition,  under  varying 
circumstances.  In  the  first  place,  it  is  not  uncommon  to 
meet  with  the  os  in  this  condition  when  the  membranes 
have  not  ruptured.  I  have  seen  cases  where  a  patient  has 
been  many  hours  in  labour  and  the  os  has  not  yielded ', 
the  cervix  is  full,  the  membranes  are  unbroken,  but  they 
do  not  come  down  so  as  to  pi*ess  upon  the  os  and  dilate 
it.      The  OS  may  be  not  larger  than  will  admit  the  tip  of 
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tiie  finger.      But,  sir,  if  one  were  to  introduce  the  finger 
into  that  os  and  detach  the  membranes  around  the  cervix, 
wait  a  little  time,  and  when  a  uterine  pain  comes  on  make 
a  little  gentle  pressure  with  the  pulpy  part  of  the  finger 
against  the  margin  of  the  os,  that  os  will  dilate,  and  the 
membranes  will  soon  come  down  and  form  a  wedge-like 
protrusion  through  the  os   and   dilate   it    sufiiciently,  and 
the  patient  will  deliver  herself  in  a  short  time  without  any 
interference   of   instruments.      I    believe   that   is   a   much 
safer  and   better   practice    for    both    mother    and    child. 
Then,  sir,  you  have   the  os  undilated,  but  in   a  dilatable 
condition  after  the  membranes  have  broken.      The  mem- 
branes may  break   early,  and  the  os   dilate.      The   head 
comes  down  upon  it  and  takes  the  place  of  the  membranes, 
and  in  a  little  time  will  dilate  that  os.      There  may  be 
delay  about  it,  it  may  be  a  slow  process,  it  will  be  a  pain- 
ful process,  more  painful  to  the  patient  than  if  the  mem- 
branes were  unbroken,  but  it   is  a  process  which  will  be 
accomplished  in  a  short  time,  and  which  the  obstetrician 
may  greatly  assist  without  the  use  of  the  forceps.      If  he 
pass  his  finger  into  that  os  and   sweep   it  gradually  and 
cautiously  round,  it  will   yield  very   quickly  before  him. 
If  the  patient  has  been  properly  treated  that  os  will*  yield 
in  a  short  time  with  very  little  assistance ;   but  if  she  has 
been  over- stimulated  and  over-heated,  and  encouraged  to 
make  voluntary  exertions,  and  the  head  is  forced  violently 
down  upon  it,  she  may  become  feverish,  and  the  parts 
become  inflamed,  and  you  will  have   a  quick  pulse,  and  a 
great  deal  of  restlessness  and  pain.     Still,  I  do  not  believe 
it  is  a  condition  in  which  it  is  wise  for  us  to  introduce  the 
forceps.      If  we  have  an  os  uteri  dilated  two  fifths,  as  Dr. 
Johnston  has  proposed  to  measure  it  by  fifths,  or  to  the 
extent  of  about  an  inch  and  a  half  in  diameter,  to  proceed 
in  that  condition  to   introduce   the   forceps,  to    drag   the 
head  down  through  it,  is,  I  believe,  a  dangerous  practice 
— a  practice  very  likely  to  lacerate  the  uterus,  and  to  be 
followed  by  evil  consequences  to  the  mother.      Whereas, 
by  making  use  of  some  of   the   alternatives — letting  the 
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patient  have  a  warm  bath,  douching  her  with  warm  water, 
giving  her  a  good  dose  of  chloral,  or  putting  her  under 
the  influence  of  chloroform — in  a  few  hours,  or  less  than 
hours,  perhaps,  the  os  will  dilate,  the  parts  will  become 
soft  and  yielding,  and  the  head  will  come  down  through 
it,  and  then,  if  necessary,  you  can  employ  your  forceps 
with  safety  and  with  advantage.  But  there  is  a  class  of 
cases  in  which  the  head  remains  above  the  brim,  and  the 
OS  is  not  fully  dilated,  in  which  I  am  sure  to  apply  forceps 
is  a  good  practice  and  a  very  desirable  one ;  where  there  is 
some  minor  disproportion,  where  you  have  a  malposition, 
where  you  have  an  occipito-posterior  presentation  of  the 
head,  and  the  head  does  not  come  down  upon  the  os  to 
dilate  it.  The  membranes  have  dilated  it  so  far  that  at 
length  they  have  given  way,  and  the  os  remains  with  no 
pressure  upon  it,  because  the  head  cannot  come  down  to 
press  upon  it.  If  you  leave  a  patient  to  the  throes  of 
labour  unaided  and  unassisted,  you  will  soon  have  power- 
less labour  set  in;  the  uterus  will  become  inflamed,  the 
woman  will  become  feverish,  and  you  endanger  her  life. 
In  a  case  of  that  kind  I  quite  go  with  the  proposition  that 
to  use  the  forceps  is  a  useful  and  most  desirable  practice. 
I  think  it  is  not  a  little  remarkable  that  in  Dr.  Johnston^s 
169  cases  in  which  he  applied  the  forceps  before  the  os 
was  dilated,  he  had  nine  deaths,  that  is,  more  than  5 
per  cent,  of  his  cases  died.  But  we  all  know  that,  as  a 
rule,  delay  in  the  first  stage  of  labour  is  not  attended  with 
such  an  amount  of  risk  as  this.  Dr.  Churchill  collected 
the  details  of  a  large  number  of  cases  in  which  there  was 
great  delay  in  the  first  stage  of  labour ;  he  considered  no 
case  as  lingering  unless  it  had  exceeded  sixteen  hours  in 
the  first  stage,  and  his  cases  ran  from  16  hours  to  176 
hours ;  and  of  some  160  or  1  76  cases  of  which  he  collected 
the  full  notes — not  selected  cases,  but  consecutive  cases — 
in  which  this  occurred,  there  was  not  a  single  death,  not 
a  single  case  exhibited  any  evil  consequence  of  delay  in 
the  first  stage  of  labour.  Dr.  George  Johnston  has  placed 
before  us  a   large  number  of  cases  in  which   there  was 
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delay  in  the  first  stage^  and  in  liis  report  of  the  lying-in 
hospital  under  the  mastership  of  Dr.  Shekleton — a  report 
of  Dr.  George  Johnston  and  Dr.  Sinclair — he  gives 
us  the  details  of  ninety-one  cases  of  delay  in  the  first 
stage  of  labour ;  and  in  these  cases  there  was  not  one 
death  of  the  mother,  nor  a  single  evil  consequence  of 
delay.  Contrast  that  with  the  result  of  the  practice  of 
using  the  forceps  in  the  first  stage,  where  5'22  per  cent, 
of  deaths  took  place.  There  is  another  point  that  seems 
to  me  to  illustrate  very  strongly  the  danger  of  this  prac- 
tice of  using  the  forceps  in  the  first  stage  of  labour,  and 
that  is,  that  the  proportion  of  deaths  bore  a  striking  rela- 
tion to  the  smallness  of  the  os  uteri  when  the  instrument 
was  applied.  If  you  examine  Dr.  George  Johnston^s  cases, 
the  first  thing  that  strikes  one  about  them  is,  that  all  the 
deaths  were  in  the  first  labours ;  there  were  no  deaths 
occurring  in  second  labours — I  am  speaking  now  of  the 
application  of  forceps  during  the  first  stage  of  labour. 
Altogether  he  used  it  in  169  cases;  in  59  the  os  was 
dilated  only  two  fifths  of  its  extent,  that  is  to  say,  the  os 
was  dilated  to  a  diameter  of  about  an  inch  and  a  half;  44 
o£  these  cases  were  primiparous  patients,  and  15  of.  them 
were  pluriparous.  Of  these  44,  6  died,  being  at  the  rate 
of  rather  more  than  13  per  cent,  of  the  patients  in  which 
the  forceps  were  used,  the  os  being  dilated  two  fifths.  If 
we  exclude  two  cases  of  convulsions  which  were  brought 
into  the  hospital  in  a  comatose  condition,  out  of  42  patients, 
4  women  died,  being  at  the  rate  of  9 '5  per  cent.,  where 
the  OS  was  only  dilated  two  fifths.  In  his  next  class  of 
cases  the  os  was  dilated  three  fifths.  There  were  71  of 
these  cases  delivered  ;  53  were  primiparous  and  18  pluri- 
parous. Of  the  53  primiparous  patients,  2  died,  or 
3*77  per  cent.  None  of  the  pluriparous  patients  died. 
When  the  os  was  dilated  to  four  fifths,  excluding  a  case 
of  convulsions  brought  into  the  hospital  in  a  comatose 
condition,  none  of  the  patients  died.  One  of  the  primi- 
parge  was  brought  in  in  a  comatose  condition,  and  she 
died,  but  certainly  not  as  the  result  of  the  application  of 
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the  forceps.  I  say  this  affords  very  strong  evidence  of 
the  danger  attending  this  operation^  and  the  danger  is 
exactly  in  proportion  to  the  smallness  of  the  os  at  the 
time  the  operation  is  performed.  I  think  there  can  be  no 
doubt  that  we  are  greatly  indebted  to  Dr.  Johnston  for 
having  shown  us  that  we  can  deliver  a  patient  with  the 
forceps  in  tho  first  stage  of  labour.  Although  the  prac- 
tice may  have  been  adopted  by  others^  he  certainly  is  the 
man  who  has  taught  the  profession  that  it  can  be  done, 
and  he  has  shown  us  that  we  have,  in  certain  cases,  this 
alteruative — that  if  the  necessity  arises  we  can  use  the 
forceps  in  the  first  stage,  and  deliver  the  patient  with, 
pei'haps,  much  greater  safety  than  wo  could  leave  her  un- 
delivered. But  to  follow  out  the  practice,  and  adopt  it  as 
freely  and  generally  as  he  has  done,  would,  I  maintain,  be 
attended  with  danger  and  risk  to  the  patients.  I  came 
here,  sir,  for  the  purpose  of  hearing  the  observations  of 
my  London  brethren,  and  I  scarcely  meant  to  occupy  your 
time  at  all.  We  have  discussed  the  subject  very  fully  in 
Dublin,  and  we  have,  of  course,  taken  different  views ;  but 
1  hope  that  the  discussion  to-night  will  be  one  that  will 
put  the  matter  in  clear  and  full  light,  and  will  serve  as 
some  guide  to  the  profession.  But  to  let  it  go  forward  as 
our  teaching  that  we  may  always  use,  or  should  always 
use,  the  forceps  early  in  the  first  stage  of  labour,  when 
there  is  no  urgent  demand  for  it,  except  the  time  that  has 
passed,  would,  I  think,  be  most  unfortunate  for  society 
and  for  our  profession. 

Dr.  Thorburn  (of  Manchester). — As  you  were  kind 
enough  to  call  upon  those  who  have  come  from  some  little 
distance  to  offer  first  any  observations  upon  this  subject,  I 
cannot  avoid  rising  to  thank  Dr.  Barnes  for  the  very  able 
manner  in  which  he  has  placed  it  before  us.  I  am  very 
glad  to  find  that  he  has  not  endeavoured,  as  some  have 
endeavoured,  to  put  before  us  in  anything  like  a  statistical 
or  dogmatic  way  the  frequency  with  which  the  forceps 
should   be  used  in  the   low    operation.      I    believe  it   is 
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utterly  impossible  by  any  amount  of  speaking  or  writing 
to  do  anything  of  the  kind_,  and  that  the  only  principle 
upon  which  we  can  regulate  our  practice  in  this  respect 
is  to  be  guided  by  two  rules.  The  first  of  these  rules  is 
never  to  use  the  forceps  solely^  or  at  all  I  may  say^  for 
our  own  convenience — to  save  our  own  time;  and  the 
other  rule  is^  when  the  parts  are  fairly  dilated,  never  to 
allow  an  unfortunate  woman  to  undergo  a  long  period  of 
tedious  suffering  which  we  can  at  once  mitigate  by  an 
operation  that  is  perfectly  safe.  Beyond  this  I  do  not 
think  it  is  at  all  possible  to  go  in  the  way  of  limitation. 
I  feel  myself  personally  indebted  to  Dr.  Barnes  for  having 
given  the  great  weight  of  his  authority  to  the  practice  of 
using  the  forceps  in  the  high  operation,  when  the  os  uteri 
is  not  fully  dilated ;  and  I  do  not  think  Dr.  Kidd  has 
exactly  opposed  himself  to  what  Dr.  Bai*nes  said  on 
the  subject.  No  doubt  there  must  have  been  a  con- 
siderable amount  of  nonsense,  I  should  say,  talked  on 
this  subject  in  Dublin — I  do  not  mean  by  Dr.  Kidd ; 
but  if  it  has  been  suggested  by  any  one  that  it  should 
be  at  all  a  common  practice  to  introduce  the  forceps 
into  the  uterus  when  the  os  uteri  was  only  about  an 
inch  or  so  in  diameter,  and  apparently  for  the  mere  pur- 
pose of  dilating  the  os  uteri,  that  is  not  what  Dr.  Barnes 
would  recommend.  It  is  perfectly  within  the  know- 
ledge of  all  of  us  that  there  are  a  good  many  cases 
where,  owing  to  the  pendulous  abdomen,  or  to  some  slight 
disproportion,  or  to  some  cause  which  we  cannot  diagnose, 
the  head  remains  for  a  very  long  time  obstructed  at  the 
brim,  unable  apparently  to  descend;  the  os  uteri,  although 
moderately  dilatable,  is  not  widely  dilated,  and  yet  it  is 
perfectly  apparent  that  it  is  not  the  obstacle  to  delivery. 
In  these  cases,  if  you  allow  too  long  a  time  to  elapse,  you 
allow  the  head  to  be  pressed  against  the  lower  portion  of 
the  uterus,  against  a  segment  higher  up  than  the  os  uteri, 
and  you  incur  very  great  danger  in  that  way.  I  am  quite 
satisfied  that  the  forceps  under  those  circumstances  can  be 
easily  and  safely  introduced  ;  that   if  once  placed  fairly 
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upoii  the  head,  if  a  powerful  pair  of  forceps  be  used, 
which  always  means  a  safer  pair — if  it  be  used  steadily 
and  slowly,  according  to  the  emergencies  of  the  case, 
not  merely  for  the  purpose  of  dilating  the  os  uteri,  but 
having  necessarily  to  complete  the  dilatation  in  the  pro- 
gress of  the  descent  of  the  head,  I  believe  under  these 
circumstances  the  os  can  be  as  slowly  and  as  safely  dilated 
in  this  way  as  it  may  be  even  by  Dr.  Barnes^  hydrostatic 
bags  themselves.  This,  I  think,  is  really  what  Dr.  Barnes 
wished  to  impress  upon  us,  and  it  is  a  practice  which 
I  should  wish  to  see  held  before  members  of  the  profession. 
I  wish  in  doing  so  he  had  spoken  a  little  more  firmly  and 
strongly  against  the  practice  of  using  ergot  as  an  alterna- 
tive under  these  conditions — that  is  to  say,  when  the  os 
uteri  is  not  dilated.  Now,  we  are  very  much  assisted  in 
such  an  operation  as  this  by  the  use  of  angesthetics  and 
especially  chloroform,  and  I  think  some  little  confusion  has 
arisen  in  all  our  discussions  upon  operations  of  this  kind  in 
midwifery  by  our  forgetting  that  we  sometimes  endeavour 
to  compare  the  dicta  of  men  who  either  had  not  or  did  not 
use  chloroform  with  the  dicta  of  men  who  have  it  and  do  use 
it.  AVhen  we  do  that,  we  are  perfectly  certain  to  find  a 
number  of  apparent  contradictions  which  are  not  real, 
because  I  am  quite  sure  it  must  be  the  experience  of  every 
one  of  us  that  in  the  most  serious  forceps  operations  forceps 
with  chloroform  is  a  very  different  affair  from  forceps  with- 
out it.  I  do  not  mean,  of  course,  to  endorse  the  wonderful 
dictum  promulgated  at  one  time  by  one  of  our  teachers,  that 
we  should  not  use  chloroform  in  order  that  we  may  know  by 
the  pain  given  when  we  are  forcing  the  edge  of  the  forceps 
through  the  vagina  or  the  uterus ;  but,  on  the  contrary,  I 
believe  there  are  many  cases  suitable  for  forceps  if  chloro- 
form be  given  which  are  not  and  could  not  be  suitable  for 
it  if  chloroform  be  not  given,  on  account  of  the  compara- 
tive undilatability  of  the  parts. 

There  is  just  one  other  point  which  has  struck  me  as  of 
some  importance,  and  that  I  do  not  remember  ever  to  have 
seen  noticed  elsewhere,  though  I  once  mentioned  it  to  a 
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society  of  our  own  at  Manchester,  which,  I  believe,  throws 
some  light  upon  the  practice  of  the  long  forceps  operation — 
•  that  is  to  say,  the  use  of  the  forceps  at  the  brim,  in  spite  of 
the  presence  of  the  os.  The  British  forceps,  as  Dr.  Barnes 
in  his  work  has  so  forcibly  pointed  out,  is  probably  quite  as 
effectual  as  that  used  in  France,  and  largely  in  America,  as 
a  tractor,  and  also  as  a  lever;  but  undoubtedly  the 
British  forceps,  as  we  have  it  in  the  best  examples,  is 
decidedly  inferior  to  the  French  forceps  as  a  compressor. 
It  is  chiefly  in  the  more  serious  forceps  operations  that 
we  do  want  and  must  have  the  compi*essing  power  of  the 
forceps  ;  and  I  should  like  to  point  out  a  very  simple 
way  indeed  in  which  we  can  increase  almost  indefinitely 
the  compressive  power  of  the  ordinary  English  forceps 
under  such  circumstances.  If  you  apply  the  blades  of 
the  forceps  to  the  head  and  grasp  the  handles — tie  them 
together  if  necessary  ;  it  is  not  a  good  practice  as  a  rule 
— you  get  then  as  much  compression  as  the  instrument 
seems  to  be  capable  of  producing,  and  if  you  allow  for  the 
spring  of  the  instrument,  it  is  not  a  very  great  deal.  But 
supposing  that,  instead  of  grasping  the  whole  handles,  you 
only  fix  together  their  extreme  ends,  either  by  a  metal  slip 
or  a  piece  of  tape,  then  if  you  can  place  something  small 
between  their  other  ends — those  nearest  the  blades — you 
will,  while  separating  the  handles,  bring  the  blades  of  the 
instrument  together.  The  insertion  of  little  more  than 
the  thickness  of  this  pencil  will  thus  closely  approximate 
the  points  of  the  blades,  and  greatly  increase  their  com- 
pressive power.  I  produce  this  result  by  having  a  hole 
drilled  through  one  handle ;  a  screw,  working  through 
this,  presses  against  the  opposite  one,  and  obtains  slowly, 
but  powerfully,  the  desired  separation.  The  instrument 
will  be  shown  at  your  next  meeting. 

It  is,  of  course,  needed  but  seldom ;  but  meeting,  as  I 
have  done,  with  many  cases  where  I  have  been  foiled  in 
the  ordinary  use  of  the  forceps,  the  idea  struck  me  that  I 
might  thus  occasionally  avoid  having  recourse  to  alter- 
native  operations  involving    the   necessary  destruction  of 
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the  child  or,  at  any  rate,  very  great  danger  to  it.  Practice 
has  shown  the  correctness  of  this  to  a  considerable  extent. 
By  this  means  on  at  least  two  occasions  I  have  succeeded 
in  delivering  two  living  children,  where  I  had  otherwise 
given  up  all  hopes  of  doing  so.  Although,  of  course,  I 
use  a  considerable  amount  of  pressure,  I  think  this  is 
more  safe  both  for  mother  and  child  than  the  other 
and  mildest  alternative  of  turning  in  such  a  case. 

Professor  Stephenson  (of  Aberdeen). — I  shall  endeavour 
to  show  my  appreciation  of  your  kindness  and  the  honour 
you  have  done  us  in  calling  upon  us  to  take  part  in  this 
debate  early  by  making  my  remarks  as  brief  as  possible. 
It  has  afforded  me  much  pleasure,  certainly,  to  be  present 
on  this  occasion  and  to  meet  with  so  large  a  number  of 
the  representatives  of  midwifery,  not  only  of  the  metro- 
polis, but  also  of  the  provincial  towns  and  the  sister 
island ;  and  I  regret  that  I  am  the  only  one  present  who 
may  be  said  to  represent  the  Scotch  school  of  midwifery. 
I  will,  however,  still  claim  Dr.  Matthews  Duncan  as  a 
representative  of  the  Scotch  school,  seeing  that  it  is  not 
so  long  since  you  stole  him  from  us,  and  he  made  his  great 
reputation  in  Scotland.  I  think  it  is  but  right  that  the 
Scotch  school  should  be  represented,  seeing  that  it  has 
special  characteristics  which  I  think  have  important  bear- 
ings upon  this  discussion.  We  have  one  characteristic 
which  I  think  has  this  special  bearing — it  is,  we  have 
double  the  time  of  teaching  which  the  other  schools  have. 
It  has  also  been  the  characteristic  of  the  Scotch  school 
from  the  days  of  Burns  and  Hamilton,  which  take  us  back 
to  the  beginning  of  this  century,  to  promulgate  the  doctrine 
that  ineffectual  contraction  of  the  utei'us  should  not  be 
tolerated,  that  it  does  injury  to  the  patient,  and  if  you 
cannot  help  on  labour  you  should  arrest  it.  This  has  been 
fully  borne  out  by  the  researches  and  teachings  of  Sir 
James  Simpson,  who  did  much  to  establish  the  doctrine 
that  undue  prolongation  of  labour  is  extremely  injurious  to 
the  mother.      Then,  again,  I  cannot  forget  that  this  dis- 
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cussion  really  originated  in  Scotland ;  the  keynote^  at  all 
eventSj  so  far  as  the  early  use  of  the  forceps  is  concerned, 
was  really  sounded  there.  Although  the  general  practi- 
tioners of  Scotland  may  not_,  perhaps^  use  the  forceps  so 
frequently  as  Dr.  Hamilton  and  others  would  recommend, 
yet  I  must  say,  from  my  acquaintance  with  the  general 
practice  of  my  brethren,  I  know,  as  a  rule,  they  do  use 
the  forceps  frequently  and  eai'ly,  that  they  regard  them  as 
safe,  and,  in  fact,  that  in  practice  they  have  for  years  past 
followed  out  the  principles  so  ably  laid  down  by  Dr. 
Barnes,  that  in  the  forceps  we  have  the  best  means  of 
counteracting  the  dangers  attendant  upon  the  protraction 
of  labour  or  undue  disproportion  of  time  and  effect  in 
labour.  It  has  been  argued  against  the  position  which  we 
take  up  regarding  the  early  use  of  the  forceps  ;  and  re- 
member, by  the  term  "  early  use  of  the  forceps  "  I  mean 
the  use  of  it  whenever  you  are  convinced  that  labour  is 
becoming  dangerous,  not  waiting  to  see  if  it  will  finish  of 
itself,  but  whenever  you  are  convinced  of  its  becoming 
dangerous ;  I  say  the  early  use  of  the  forceps  has  been 
objected  to  upon  the  ground  that  it  is  dangerous  to  give 
our  authority  for  this  practice  lest  it  may  become  injurious 
in  the  hands  of  the  inexperienced.  But  I  have  always  felt 
that  in  my  teaching  I  could  not  lower  the  principles  which 
I  promulgated  to  the  level  of  the  inexperienced,  but 
rather  should  bring  the  inexperienced  up  to  the  level  of 
the  experienced.  The  frequency  of  the  use  of  the  forceps 
is  quite  a  different  thing  from  its  early  use,  and  when  I 
hear  of  the  forceps  being  used  once  in  every  five  cases,  or 
once  in  every  eight  or  in  every  ten  cases,  I  feel,  not  that 
they  have  been  improperly  used  under  the  circumstances, 
but  that  the  labours  have  not  been  properly  attended  to  ; 
that  the  powers  of  the  patients  had  not  been  conserved 
properly,  and  that  the  attendant  had  failed  in  his-  previous 
management  of  the  cases.  It  is  by  the  previous  manage- 
ment of  the  cases  that  we  can  prevent  the  too  frequent  use 
of  the  forceps  ;  it  is  by  thoroughly  educating  our  men  to 
understand,   not   only  what  is  the   normal   mechanism   of 
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labour,  but  what  is  the  effect  of  the  management  of 
labour,  to  diagnose  accurately  and  to  know  how  to  aid 
labour  without  instruments ;  and  if  we  are  to  get  what 
Dr.  Barnes  has  happily  termed  a  '^  scientific  frontier " 
against  the  gross  use  of  the  forceps,  it  is  by  the  thorough 
education  of  our  men — not  education  merely  in  the  use  of 
the  forceps,  but  education  throughout  the  whole  subject 
— the  science  as  well  as  the  practice  of  midwifery.  And 
now,  to  show  the  bearing  of  my  observations  upon  the 
single  question  of  the  use  of  the  forceps  in  the  first  stage 
of  labour  before  the  full  dilatation  of  the  os.  Here,  I 
think,  we  have  got  into  thorough  confusion,  from  the  want 
of  relying  upon  what  we  have  called  the  ''  scientific  fron- 
tier.'" It  is  this.  The  size  of  the  os  is  no  criterion,  to  my 
mind,  of  the  progress  which  the  first  stage  of  labour  has 
made,  or  that  the  labour  itself  has  made ;  and  I  think  that 
those  who  oppose  Dr.  Johnston  have  not  fairly  represented 
him,  and  that  he  has  placed  himself  at  a  disadvantage  by 
taking  the  size  of  the  os  as  the  criterion  when  he  will  apply 
the  forceps.  That  the  size  of  the  os  is  not  the  criterion 
which  should  be  taken  is  manifest  enough  from  the  fact 
that  he  says  he  would  frequently  begin  to  use  it  when  it  is 
only  the  size  of  an  inch  or  thereabout.  We  have  still  to 
get  a  good  deal  of  knowledge  before  we  can  decide  this 
question.  There  are  other  conditions  that  are  taking  place 
besides  that  of  the  dilatation  of  the  os,  and  it  is  but  recently 
we  have  become  acquainted  with  a  most  important  change 
that  is  going  on,  and  that  is  the  elongation  of  the  cervix. 
We  hear  men  in  discussion  continually  confounding  cervix 
and  OS,  as  if  they  were  the  same  terms.  The  os  may  still 
remain  very  small,  and  yet  the  cervix  may  be  thinned  and 
attenuated,  and  the  patient  may  be  in  extreme  danger. 
What  we  require  to  do  is  to  know  what  are  the  changes 
that  have  taken  place  above  the  os,  or,  as  I  prefer  to  call 
it,  the  parturient  ring,  for  by  using  that  term  you  do  not 
confound  the  mere  os  and  the  cervix.  I  say,  what  you 
require  to  know  and  determine  is  the  changes  taking  place 
with  reference  to  the  cervix,  and  not  with  reference  to  the 
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mere  os.  If  we  find  that  in  cases  there  is  evidence  of  the 
cervix  being  thinned  and  attenuated,  then  we  are  bound 
to  use  the  forceps,  and  delay  in  their  use  may  end  in  rup- 
ture of  the  uterus  ;  and  that  is  just  the  position  that  Dr. 
Johnston  takes  up.  He  has  never,  I  think,  promulgated 
the  doctrine  that  you  are  to  use  the  forceps  in  such  cases 
as  Dr.  Kidd  has  mentioned,  where  the  membranes  are  still 
intact.  The  membranes,  he  tells  us,  must  be  long  rup- 
tured, the  liquor  amnii  must  be  away  for  a  considerable 
length  of  time.  In  addition  to  that  the  head  is  not 
coming  down  ;  the  os  is  not  dilating,  because,  the  mem- 
branes are  ruptured,  and  the  head  cannot  get  down  to 
dilate  it,  and  that  is  just  the  very  condition  in  which  the 
cervix  uteri  becomes  thinned  out  and  attenuated,  and 
there  is  real  danger.  That,  I  consider,  is  the  most  im- 
portant point  with  reference  to  this  discussion  to-night. 

Dr.  Newman  (of  Stamford). — I  have  listened  with  much 
pleasure  this  evening  not  only  to  the  excellent  paper  which 
Dr.  Barnes  has  read  to  us,  but  to  the  opinions  of  other 
gentlemen  who  have  spoken  from  their  special  standpoint 
as  teachers  of  obstetrics.  If  I  have  any  claim  to  speak  to 
you  to-night  it  can  be  in  no  capacity  of  that  kind,  but 
simply  as  a  practitioner  of  obstetrics,  and  that,  of  late 
years,  to  a  comparatively  small  extent.  Still  the  subject 
is  one  that  has  interested  me  for  long,  and  if  I  seem  to  be 
somewhat  egotistical  in  what  I  say  I  hope  you  will  pardon 
me,  and  take  it  to  mean  that,  speaking,  as  I  must,  from  a 
narrow  point  of  view,  I  am  still  trying  to  convey  to  you  the 
impressions  that  have,  by  slow  degrees,  formed  themselves 
in  my  own  mind.  Some  twenty-five  years  ago  my  student 
course  ended,  and  the  obstetric  teacher  to  whom  I  owe  so 
much  was  the  late  past  president  of  our  Society.  I  need 
hardly  say  his  teaching  throughout  was,  to  say  the  least  of 
it,  not  in  the  direction  of  rashness.  For  a  number  of  years 
his  dicta  held  weight  with  me,  and  I  am  almost  disposed  to 
say  now  that  they  held  weight  with  me  almost  too  much. 
I  remember  well  the  first  case  of  operative  midwifery  I 
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saw  was  tlie  case  of  au  out-patient  of  St.  Bartholomew's 
Hospital.  Labour  had  goue  on  for  some  long  time.  The 
operation  of  craniotomy  was  performed,  and  some  six 
or  seven  days  afterwards  I  had  the  wretchedness  of  having 
to  report  the  escape  of  a  large  slough  and  the  subsequent 
formation  of  a  large  vesico-vaginal  fistula.  The  years 
that  have  passed  since  then  have  rather  tended  to  make  me 
feel  that  in  the  forceps — and  I  am  purposely  for  one 
moment  ignoring  the  difference  between  high  and  low 
operations — we  have  an  instrument  of  enormous  value, 
and  one  also  at  the  same  time  that  admits  of  a  very  much 
more  extended  use  than  perhaps  a  school  of  caution  would 
be  disposed  to  allow.  A  gentleman  who  is  not  a  member 
of  this  Society,  but  who  is  a  very  great  fi'iend  of  my  own, 
and  enjoys  far  more  pi'actical  opportunities  than  I  have 
done  or  am  likely  to  do,  speaking  on  this  matter  a  few 
days  ago,  said,  ''  I  think  I  could  send  you  a  note  of  the 
number  of  times  per  thousand  in  which  I  have  had  recourse 
to  the  forceps.^^  His  note  ran  thus  :  In  the  first  thousand 
cases  he  used  the  forceps  ten  times  ;  in  the  second  thousand 
cases  he  used  the  forceps  forty-eight  times ;  and  in  the 
third  thousand  cases  eighty  times.  I  do  not  know  that  I 
have  ever  met  with  a  more  careful,  more  shi'ewd — I  use 
the  term  advisedly — a  more  wise  midwifery  practitioner. 
Then,  again,  I  think  one  should  to-night,  at  all  events, 
take  full  cognisance  of  this  : — I  am  glad  it  has  been  so 
fairly  laid  down  that  no  formulae  can  be  supposed  to  do 
more  than  approximate  to  the  truths  that  we  have  before 
us,  because  it  is  a  matter  of  daily  experience  that  the  same 
thing  is  looked  at  by  two  men,  or  by  many  men,  in  many 
different  ways.  "  Quot  homines,  tot  sententijB.^'  That  is 
true  enough  with  regard  to  matters  of  eveiy-day  life,  and 
it  is  certainly  true  with  regard  to  the  matter  of  which  we 
are  now  speaking ;  therefore,  what  to  one  man  is  com- 
parative caution,  would,  to  his  neighbour  differently 
constituted,  be  looked  upon  as,  at  all  events,  a  degree  ap- 
proaching to  actual  boldness  or  rashness.  Then,  again, 
I  think  one  has  markedly  to  bear  this  in  mind  : — I  do  not 
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know  how  you  are  to  separate  between  tTie  local  result  of 
an  injury  that  nature  will  inflict  in   a  prolonged  case    of 
labour  and  the  result  that  may  follow — and  no  doubt  often 
does  follow — where  the  forceps  are  resorted  to  on  account 
of   immediate  and  urgent   danger.      One   man    may^   with 
full  truthj  put  down  to  the    use    of  the   instrument   that 
whichj  after  all,  has  been  done  before  his  instrument  was 
even  taken  in  hand.      It  would  ill  become  me  to  attempt 
to  criticise  any  statements  that  have  been  put  before  you  ; 
only  let  me  again,  reverting  to  my  friend^ s  statement,  say 
that  I  think,  as  years  grow  upon  us,  personal  caution  cer- 
tainly tends  to  increase,  and  that  when  one  finds  that  men 
actively  engaged  in  their  profession  in    country   districts 
make  use   of   the   forceps,    conscientiously    believing  that 
they  are  doing  the   best  thing  for   the  poor  women  that 
come  under  their  care,  the  consensus  of  opinion  so  gathered 
must  be  allowed  to  have  its  weight.      Remember  that  we 
are  living  in  the  country  ;    do  not   think   I   am   going    to 
indulge  in  anything  like   an  eulogium   of   countrymen  as 
compared  with  metropolitans  for  an  instant ;   but  we,  at  all 
events,  are  put  in   a  very  different  position ;   we  have  to 
develop   a    degree    of    definite    individuality  that    hardly 
belongs  to  a  man  who    has   some  very  much  more  expe- 
rienced men  than  himself  within  easy  call.      Therefore,  I 
simply  say  that  in  a  question  of  this  kind,  I  think  the  ill- 
defined  conclusions  at  which  many  of  us  at  work  in  the 
country  certainly  have  arrived  on  the   question  before  us 
— conclusions  which  agree  thoroughly  with  the  paper  put 
before   us   this    evening,  and   conclusions   which    I  fancy 
each  of  us   have   for   ourselves    worked    out — are,   at    all 
events,    deserving    of    recognition    and    consideration    as 
fitting  evidence  of  the  value  of  the  instrument  of  which 
we  have  to   speak,  applied  even  more  frequently  and  with 
less  hesitation  than  the  more   cautious  teaching  of  a  few 
years  past  would  lead  one  to  adopt. 

Dr.  Malins  (of  Birmingham). — As  the  area  outside  the 
metropolis  appears  to  be  in  the   ascendant  this  evening. 
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perhaps  you  will   allow  me  to  add  my   testimony,  in  the 
first   place,  to  the  pleasure  already  expressed  with  which 
we  have  listened  to  the  paper  read  by  Dr.  Barnes,  and  to 
the  simple  and  clear  manner  in  which  he  has  enunciated 
the  subject  for  discussion.      He  remarked  that  the  practice 
not  only  of  individuals  will  vary,  but  also  of  localities ;  and 
thus,  while  the  teaching  of  one  school  has  been  the  pre- 
ponderance   of  the  operation    of  craniotomy,   with  all  its 
di'eadful  elements,  another  school  has  advocated  the  use  of 
the  long  forceps  ;  and  experience  has  shown  that  the  latter 
has  given  the  best  result  both  to  pai'ents   and    offspring. 
It  is  a  singular  fact  that  during  a  pupilage  of  six  years  in 
a  very  populous  district,  with  from  400  to   500   midwifery 
cases    in  the    year,   I    never  saw   a  case   of   craniotomy. 
During  a  residence   of   four  years  in  Edinburgh,   part  of 
which  time  I  was  interne  at  the  lying-in  hospital,  I  never 
saw  a  case  of  craniotomy ;  and  in  my  own  practice  of  nine 
or  ten  years  I  have  never  witnessed  a  case  of  craniotomy ; 
showing  that  the  necessity   for  craniotomy  does  not  exist 
in  some  parishes  or  in  the  minds  of  some  individuals  as  it 
does  in  other  places.      Reverting  to  the  frequency  of  the 
use  of  forceps  in  practice,    probably  no  greater  impetus 
was  given  to  the  discussions  on   this   subject  than  by  the 
paper  written  by  Mr.  Harper  in  the  first  volume   of  this 
Society^s  '  Transactions  '  for  1860.      In  1870  I  read  a  paper 
before  the  Birmingham  Branch,  recording  806  cases  where 
the  forceps  were  used  once  in  twenty-two  cases,  and  during 
the  past  five  years  I  find  that  I  used  the  forceps  once  in 
every  five  cases,  being  influenced  partly  by  the  considera- 
tions of  my  practice  and  partly  by  the  teaching  of  others. 
In   that  calculation  I    have  omitted  cases  that  occurred 
in  my  hospital  practice  and  in  the  practice  of   those  with 
whom  I  have  seen  patients  ;  and  in  my  own  practice  pure 
and  simple,  during  the  last  five    years,    I  find   I  used  the 
forceps  once  in  five  times  with  the  best  results.      Dr.  Kidd 
has  stated  that  it  was  the  teaching  of  his  school   that  pro- 
longation of  the  first  stage  of  labour  gave  rise  to   no  bad 
results.      The  opposite  doctrine    to   this   was  very   clearly 
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demonstrated  by  Hamilton  and  Burus^  of  Edinburgh. 
Hamilton  was  accustomed  to  say — and  in  that  he  was 
followed  by  Sir  James  Simpson — that  the  most  disastrous 
results  followed.  You  not  only  got  wearying  of  the 
uterus  and  irregular  contraction,  but  you  had  a  greater 
proneness  to  haemorrhage.  This  is  a  teaching  which  the 
experience  of  most  men  in  active  practice  will  fully 
bear  out.  With  regard  to  the  subject  of  the  use  of 
alternatives  to  the  long  forceps,  with  the  head  at  or  above 
the  brim,  he  has  shown  that  there  are  other  certain 
indications  which  perhaps  point  to  the  necessity  of  the  use 
of  the  forceps;  but  there  are  other  indications  which 
point  to  the  expediency  of  other  operations.  There  are 
conditions  of  sudden  catastrophes  on  the  part  of  the  mother 
in  which  delivery  may  be  effected  more  safely  and  ex- 
peditiously than  by  the  forceps — that  is  to  say,  by  turning. 
I  will  not  go  so  far  as  to  advocate  the  practice  of 
turning  in  natural  labour,  as  advocated  by  some,  and  as 
practised  by  Dr.  Figg,  who  turned  in  most  of  the  natural 
labours  with  which  he  came  in  contact,  and  with  the  best 
possible  results ;  but  what  I  do  maintain  is  that  in  some 
cases  turning  may  be  very  much  more  readily  effected 
than  the  use  of  the  long  forceps,  where  the  head  is  above 
the  brim.  In  certain  cases  of  disproportion,  from  the 
large  size  of  the  head,  and  slight  contraction  of  the  brim, 
or  from  the  condition  where  the  arm  is  placed  behind  the 
head  in  which  no  amount  of  direct  force  will  overcome 
that  difficulty,  then  it  will  be  found  that  turning  is  a  wiser 
and  safer  plan  than  the  application  of  the  long  forceps. 
If  there  is  the  amount  of  truth  which  I  assume  there  is  in 
the  statistics  which  Dr.  Kidd  has  quoted  to-night,  that 
the  mortality  in  high  cases  in  primiparge  is  so  very  large 
and  dangerous,  if  the  average  mortality  is  assumed  to  be 
one  in  thirteen  of  the  mothers,  and  one  in  three  of  the 
children, — then  as  an  alternative  to  the  use  of  the  forceps 
for  the  high  operation,  the  practice  of  turning  affords  a 
safer  and  better  prospect  to  both  mother  and  child.  There 
are  also  conditions  where  it  is  not  possible  to  have  forceps 
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in  readiness — where  it  is  not  possible  to  have  anaesthetics 
and  other  conditions  at  your  command  which  should 
accompany  the  use  of  the  forceps  ;  therefore  in  the  majority 
of  cases  in  which  the  high  operation  is  used  I  maintain 
that  the  alternative  of  turning  is  as  efficient,  as  easy,  and 
as  safe  a  practice  as  the  use  of  the  forceps. 

Mr.  Alderson. — It  is  with  great  diffidence  I  rise  to 
address  the  Society,  but  I  feel  I  have  something  to  say, 
and  that  in  justice  to  Dr.  Barnes  I  ought  to  say  it,  for  since 
I  have  read  his  book  my  practice  has  been  very  diffei*ent 
and  my  life  much  happier.  I  have  taken  out  the  number 
of  still-births  I  had  when  I  scarcely  used  forceps  at  all,  and 
when  I  used  them  rather  frequently,  and  I  was  surprised 
at  the  number  of  still-births  I  had  when  I  did  not  use  the 
forceps.  With  regard  to  deaths,  I  had  none  in  the  cases 
whei'e  I  used  the  forceps,  and  the  recovery  of  my  patients 
has  been  very  much  quicker.  I  would  also  like  to  observe, 
as  regards  the  length  of  the  labour,  there  is  no  doubt  at 
all  that  the  danger  is  according  to  the  length  in  a  very 
great  number  of  cases,  and  I  am  quite  sure  that  in  the 
first  few  years  of  my  practice  I  erred  from  the  fear  of  the 
forceps,  and  when  a  student  was  as  much  afraid  to  take 
the  forceps  in  hand  as  I  should  have  been  to  amputate  a 
leg  or  thigh.  In  1865  I  attended  twenty-four  cases, 
used  the  forceps  once,  and  had  two  still-births  ;  in  186G  I 
attended  thirty- six  labours,  did  not  use  the  forceps  at  all, 
and  had  two  still-births ;  in  1867  I  attended  fifty-six 
labours,  used  the  forceps  twice,  and  had  seven  still-births  ; 
in  1868  I  had  fifty-one  cases,  did  not  use  forceps  at  all, 
but  had  three  still-births ;  in  1869,  out  of  ninety-two 
cases  I  used  the  forceps  only  once,  and  had  five  still- 
births; in  1870,  out  of  ninety-six  cases  I  had  twelve 
still-births,  no  forceps ;  in  1871  I  had  eighty-two  cases, 
used  forceps  four  times,  and  had  eight  still-births.  There- 
fore, during  that  period,  in  437  cases  I  used  the  forceps 
eight  times,  with  thirty-nine  still-births.  I  may  say  I 
used  ergot  very  frequently.      In   1872  I  attended  ninety- 
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four  cases^  used  the  forceps  ten  times,  and  had  twelve 
still-births  ;  in  1873  I  had  eighty-nine  cases,  used  the 
forceps  five  times,  with  two  still-births  ;  in  1874,  out  of 
114  cases  I  used  the  forceps  twenty-two  times,  and  had 
three  still-births  ;  in  1875,  out  of  ninety-six  cases  I  used 
the  forceps  fifteen  times,  and  had  four  still-births  ;  in  1876, 
out  of  100  cases  I  used  the  forceps  eighteen  times,  and  had 
only  two  still-births  j  in  1877,  out  of  seventy-eight  cases  I 
used  the  forceps  seventeen  times,  with  only  two  still-births; 
in  1878,  in  seventy- five casesi  used  the  forceps  twelve  times, 
and  had  only  one  still-bii'th.*  Therefore,  in  these  seven 
years,  in  636  cases  the  forceps  were  used  ninety-nine  times, 
with  twenty-six  still-births.  That  will  show  you  that  the 
number  of  still-births  is  very  few  comparatively,  if  I  were 
to  exclude  1872,  when  I  unfortunately  had  two  or 
three  puerperal  cases.  I  am  quite  sure  that  there  have 
been  very  many  lives  saved  by  the  application  of  the  for- 
ceps. I  will  not  say  in  one  or  two  years  I  did  not  use 
them  occasionally  when  they  were  not  absolutely  required, 
but  I  used  them  with  perfect  confidence,  and  I  used  them 
perhaps  to  acquire  skill.  I  was  quite  certain  I  was  doing 
no  harm. 

Mr.  Worship  (of  Sevenoaks). — I  remember  taking  for 
two  months  Mr.  Bailey^s  practice  at  Thetford,  and  I  am 
very  much  surprised  to  hear,  in  the  account  Dr.  Barnes 
gave,  what  a  very  few  times  he  seems  to  have  used  forceps. 
I  remember,  when  I  went  to  the  first  case,  I  was  only 
detained  two  hours ;  but  the  first  question  he  put  to  me  in 
the  moruing  was,  "  How  was  it  you  were  so  long  at  that 
case  last  night  V  I  said  I  was  not  long.  He  said,  "  Had 
you  the  forceps  with  you  V  I  said,  "  No  ;  "  and  he  told 
me  ever  afterwards  to  take  the  forceps,  and  certainly  in 
the  two  months  I  was  with  him  I  applied  more  forceps  than 
I  have  ever  done  in  any  ten  years  since,  for  every  woman 
there  expected  to  be   delivered  with  the   forceps.      Every 

*  Premature  births  at  6th,  7th,  and  8th  months  not  inchidecl   in  these 
statistics. 
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woman  used  to  say,  almost  as  soon  as  she  was  in  labour, 
"  If  clear  old  Mr.  Bailey  were  here,  he  woifld  soon  put  me 
out  of  my  trouble/'  The  consequence  was,  I  should  think, 
in  every  other  labour  I  attended  I  used  forceps.  It  was 
his  universal  practice.  I  do  not  think  he  ever  had  a  dose 
of  ergot  with  him,  or  ever  used  it,  but  it  was  one  con- 
tinuous use  of  the  forceps.  His  expression  to  me  was, 
"  Well,  if  the  child  is  up  a  little  higher,  you  have  nothing 
to  do  but  to  push  the  forceps  up  a  little  higher  :  if  it  is  low, 
you  can  very  easily  deliver  with  these  forceps.^'  Of  late 
years  I  have  never  used  them,  although  he  gave  me  a  pair. 
When  I  have  required  forceps  I  have  used  Denman's  short 
forceps,  but  of  late  years  I  must  say  I  have  used  the 
forceps  very  little.  When  assistance  has  been  required,  I 
have  used  the  whalebone  loop,  and  have  had  comparatively 
few  cases  of  flooding.  I  believe  it  is  simply  the  tired 
uterus  which  floods,  and  not  the  precipitate  labours,  as  we 
used  to  be  taught  in  the  books  as  being  the  cause  of 
haemorrhage. 

On  the  motion  of  Dr.  Edis,  the  discussion  was  adjourned 
till  the  next  meeting,  on  the  4th  of  June. 
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W.  S.  Playfair,  M.D.,  F.R.C.P.,  President,  in  the  Chair. 

Present — 88  Fellows  and  20  visitors. 

Books  were  presented  by  Dr.  C.  B.  Bailliere,  Dr. 
Geo.  J.  Engelmann,  Dr.  Henrich  Fritsch,  Prof.  F.  Howitz, 
Prof.  T.  Gaillard  Thomas,  and  the  Obstetrical  Society  of 
Philadelphia. 

The  following  gentlemen  were  admitted  Fellows : — 
R.  H.  A.  Schofield,  M.B.,  Thomas  W.  H.  Garstang, 
M.R.C.S.,  and  Ed.  W.  Tait,  M.R.C.S. 

The  following  gentlemen  were  elected  Fellows  : — John 
Storrs  Brookfield,  M.D. ;  Charles  Jas.  Campbell,  M.D. 
(Paris)  ;  John  Turiname  Gardner,  M.R.C.S.  (Ilfracombe)  ; 
Walter  S.  A.  Griffith,  M.R.C.S. ;  Wm.  Rd.  Grove,  M.D. 
(St.  Ives) ;  Thomas  W.  Hubbard,  M.R.C.S.  (Lenham)  ; 
H.  D.  Pesikaka,  L.R.C.P.  (Bombay) ;  Geo.  R.  T.  Phillips, 
M.R.C.S. ;  R.  F.  Phibbs,  L.R.C.P.  Ed. ;  Frederick  OgHby 
Ross,  B.A.,  M.B.;  Richard  Rendle,  F.R.C.S.  (Brisbane)  ; 
George  Slight,  M.D. ;   and  John  Sutcliffe,  M.R.C.S. 

The  following  gentlemen  were  proposed  for  election  : — 
Reginald  Clarke,  M.R.C.S.  (Blackheath) ;  Thos.  M.  Dolan, 
F.R.C.S.  Ed.  (Halifax);  T.  Wood  Hill,  L.R.C.P.  Ed. ; 
Wm.  Beech  Johnston,  M.D. ;  Chas.  Henry  Joubert,  M.B., 
F.R.C.S.  (Calcutta) ;  David  Macneilage,  L.R.C.P.  Ed. 
(Spennymoor,  Durham);  Henry  Reeve,  L.S.A. ;  and 
Walter  H.  Montgomery  Smith,  L.R.C.P.  Ed.  (Croydon). 
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COMPRESSIVE  POWER  OF  FORCEPS. 


Dr.  J.  Thorburn. — At  the  last  meeting  of  the  Obstet- 
trical  Society  I  mentioned,  during  the  discussion  on  Dr. 
Barnes'  paper  on  the  midwifery  forceps,  a  simple  method 
of  greatly  increasing,  at  will,  its  compressive  power.  As 
some  of  the  members  were  interested  in  the  subject,  I 
now  request  permission  to  show  a  pair  with  the  necessary 
adaptation. 

The  instrument,  without  the  special  adaptation,  is  that 
of  my  late  friend,    Mr.   Roberton,   of   Manchester,    with 


Fig.  1, 


Fig.  2. 


Fig.  1.  Forceps  used  in  the  ordinary  way. 

Fig.  2.  Forceps  used  with  extra  compressive  power. 


the  handles  and  shanks  each  elongated  about  an  inch. 
The  increased  thickness  and  weight  rendered  necessary 
by  this  increased  length  give  it  a  clumsy  appearance, 
which  has  nothing  to  do  with  the  essential  feature.  The 
handles  can,  as  you  see,  be  united  by  a  firm  and  simple 
clip  at  their  extremities,  and  the  ends  nearest  to  the 
blades  can  be  slowly,  but  powerfully,  separated  by  a 
screw  passing  through   one   of  them.      The  result  is  to 
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approximate  the  blades  to  the  extent  of  almost  touching 
at  their  points^  and  thus  to  increase  the  compressive 
power. 

Without  entering  into  the  question  as  to  how  often  this 
greater  compressibility  is  advisable^  I  may  say  that  I  have 
with  this  instrument  extracted  two  living  children  when  I 
had  utterly  failed  by  using  the  forceps  in  the  usual  way, 
and  where  turning  would  have  been  most  dangerous  to 
the  mothers  and  probably  useless  to  the  children. 

The  screw  can  easily  be  attached  to  any  forceps,  and 
the  place  of  the  clip  can  be  supplied  by  a  ligature  of  tape 
or  string.  The  accompanying  woodcut  will,  perhaps, 
better  illustrate  the  mode  of  action.  The  adaptation  has 
been  made  for  me  by  the  Messrs.  "Wood,  of  Manchester. 


UTERINE  OUTGROWTH  REMOVED  DURING 
PREGNANCY;  PREMATURE  LABOUR;  DEATH 
FROM    OBSTRUCTION   OF   INTESTINE. 

By  J.  Knowsley  Thornton,  MB.,  CM., 

SUEGEON   TO   THE   SAITAEITAN   FEEE   HOSPITAL  FOE  WOMEN   AND   CHILDEEK. 

This  fibroid  outgrowth  from  the  uterus,  weighing  nearly 
six  pounds,  I  removed  by  laparotomy  from  a  woman  aged 
thii'ty-nine,  during  the  seventh  or  eighth  month  of  her 
first  pregnancy.  The  operation  was  performed  at  the 
Samaritan  Hospital,  May  22nd,  1879. 

The  history  of  the  case  is  briefly  as  follows  : — H.  R. 
A — ,  set.  39,  married  two  years,  was  the  youngest  of 
thirteen  children  and  of  a  healthy  family.  She  enjoyed 
good  health  up  to  the  time  of  her  marriage,  when  thirty- 
seven  years  old.  Her  husband  was  a  widower  with 
children. 

Menstruation  had  been  regular  and  painless,  the  last 
period  a  week  before  marriage.  Catamenia  returned  once 
afterwards  at  proper  time,  and  then,  seven  weeks  after 
marriage,  she  had  a  severe  illness,  which  seems  to  have 
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been  in  some  way  connected  with  the  uterus  and  perito- 
neum, but  the  account  of  it  is  very  indefinite.  She  was 
confined  to  bed  for  three  weeks  and  missed  a  period ; 
menstruation  then  returned,  but  it  became  very  irregular, 
the  discharge  profuse,  with  clots,  and  much  pain.  During 
the  illness  named  above,  the  patient's  attention  was  first 
directed  to  two  lumps  in  the  lower  part  of  the  abdomen. 
In  pointing  out  their  situation  she  placed  a  hand  over  each 
ovary.  They  were  as  large  as  walnuts.  Both  gradually 
increased  in  size,  the  right  much  more  rapidly  than  the 
left,  till  the  general  enlargement  of  the  abdomen  would 
not  allow  her  to  distinguish  them  farther.  Both  gave  her 
much  pain.  She  gradually  became  more  and  more  of  an 
invalid,  the  abdomen  getting  very  large,  till  September  or 
October,  1877,  when  it  suddenly  got  smaller;  this  decrease 
in  size  was  accompanied  by  much  bladder  irritation  with- 
out diui'esis,  and  ''  sharp  cutting  pains  in  the  substances. '^ 
Probably  the  larger  mass  at  this  time  descended  into  the 
pelvis.      She  also  suffered  much  from  dry  retching. 

Early  in  August,  1878,  the  cataraenia  ceased  altogether, 
and  vomiting  after  meals  began,  but  no  morning  sickness. 
She  became  rapidly  worse,  and,  six  months  before  I  saw 
her,  took  to  her  bed  altogether. 

At  Christmas,  her  husband  says,  she  was  a  mere  skele- 
ton ;  her  voice  inaudible  a  short  distance  from  the  bed. 
Vomiting  and  constipation  were  the  great  troubles.  She 
improved  somewhat  after  this,  and  on  the  2nd  of  May  was 
brought  to  the  Samaritan  Hospital  from  Leicester.  She 
was  much  exhausted  with  the  journey,  sickness  was  very 
troublesome,  the  temperature  high,  the  pulse  rapid  and 
feeble,  and  I  feared  she  would  die  without  anything  being 
done  for  her.  With  careful  diet,  attention  to  the  bowels, 
and  a  judicious  use  of  stimulants,  she  gradually  improved, 
so  that  I  was  able  to  make  a  thorough  examination,  and 
to  consult  with  some  of  my  colleagues  about  her.  The 
first  impression  was  that  she  had  tumours  of  both  ovaries, 
and  from  her  cachectic  appearance  we  feared  they  would 
prove  to  be  malignant. 
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On  making  a  pelvic  examination  the  os  and  cervix  were 
found  in  the  condition  of  advanced  pregnancy,  and  the 
breasts,  when  examined,  supported  this  view.  It  was 
impossible,  however,  accui'ately  to  define  the  position  of 
the  uterus,  as  the  pelvic  cavity  was  filled  with  a  hard, 
round,  adherent  mass,  the  softened  cervix  being  felt  high 
up  in  front  and  rather  to  the  left  side. 

On  the  19th  of  May  my  colleague,  Mr.  Meredith,  and 
myself  distinctly  heard  the  foetal  heart,  and  detected  the 
movements  of  the  child  in  the  mass  which  occupied  the 
left  side  of  the  abdomen.  There  was  a  distinct  groove 
between  this  mass  and  the  one  in  the  right  side,  and  this 
groove  was  occupied  down  to  the  pubes  with  intestine. 
This  led  to  the  fear  that  the  pregnancy  might  be  extra- 
uterine, these  coils  of  intestine  forming  the  border  of  the 
sac.  The  tumour  in  the  pelvis  was  so  firmly  wedged  that 
I  could  not  make  out  with  what  parts  of  the  abdominal 
masses  it  was  connected.  The  breasts  had,  since  the  last 
examination,  become  softer  and  smaller;  the  milk  was 
evidently  disappearing. 

Looking  at  the  condition  of  the  patient,  the  progressive 
increase  of  size,  and  all  the  circumstances  of  the  case,  I 
came  to  the  conclusion  that  there  would  not  be  a  more 
favorable  time  for  operative  interference.  Mr.  Spencer 
"Wells  saw  the  case  with  me,  and  agreed  that  an  ex- 
ploratory operation  was  advisable. 

The  patient  herself  had  long  pressed  for  something  to 
be  done,  and  I  sent  for  the  husband  and  explained  all  the 
doubts  and  difficulties,  and  he  consented  to  the  exploratory 
operation. 

The  alternatives  were  to  wait  till  full  time  and  then 
perform  Caesarean  section  or  gastro-elytrotomy.  The 
objections  to  either  course  were — 

1st.   That  I  doubted  if  she  would  live  to  full  time. 

2nd.  Either  operation  would  leave  her  still  with  the 
tumour. 

3rd.  Ovariotomy  during  pregnancy,  in  the  hands  of 
Mr,  Wells,  had  been  so  successful,  and  my  own  result  in 
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the  case  of  hydatids  so  satisfactory,  that,  expecting  to 
find  an  ovarian  tumour,  I  thought  immediate  operation 
gave  her  the  best  chance. 

With  regard  to  gastro-elytrotomy,  I  doubt  if  it  could 
have  been  performed  in  this  case.  I  have  carefully 
studied  the  recorded  ca§es,  but  I  have  not  performed  the 
operation,  nor  seen  it  performed,  so  I  speak  under  cor- 
rection. 

I  operated  on  May  22nd,  Mr.  Doran  administering 
Bich,  of  Meth.  and  Mr.  Meredith  assisting  me,  the  opera- 
tion, of  course,  being  performed  on  Lister's  method. 
When  my  incision  reached  the  peritoneum,  I  at  once  saw 
the  intestines  rolling  freely  about  and  not  adherent.  After 
opening  the  peritoneal  cavity,  and  pushing  them  back  with 
a  sponge,  I  saw  the  pregnant  uterus  to  the  left  of  my 
incision,  and  a  whitish  solid  tumour  to  the  right.  Passing 
my  hand  upwards,  I  found  the  tumour  firmly  adherent  to 
the  parietes  and  some  coils  of  intestine  and  omentum, 
below  I  found  it  firmly  adherent  all  round  the  pelvic 
brim,  but  after  some  trouble  forced  my  hand  down 
between  the  tumour  and  the  rectum,  behind  the  pregnant 
uterus.  T  then  found,  as  I  had  expected,  that  it  was  not 
only  wedged  in  the  pelvis,  but  firmly  adherent  to  the 
whole  of  the  pouch  of  Douglas.  Withdrawing  my  hand 
I  hunted  for  the  pedicle,  and  in  so  doing  brought  into 
view  a  healthy  right  ovary  and  tube.  Passing  my  hand 
upwards,  and  to  the  left,  I  came  upon  the  pedicle,  short 
and  broad,  about  the  diameter  of  half  a  crown.  I  now 
concluded  that  it  was  the  left  ovary,  and  that  its  firm  fix- 
ture in  the  pelvis  had  caused  twisting  of  the  enlarging 
uterus,  so  as  to  bring  the  pedicle  into  the  position  it 
occupied.  Clearly,  if  the  tumour  was  to  be  removed,  the 
first  thing  was  to  dislodge  it  fi'om  the  pelvis.  This  was 
a  work  of  no  small  difiiculty,  but  I  at  last  separated  it  all 
round,  working  first  with  one  hand  and  then  with  the 
other,  much  as  one  enucleates  a  fibroid  from  the  uterine 
wall.  When  it  was  free  all  round  I  passed  my  hand 
under  it  and  forced  it  out.     There  was  a  distinct  groove 
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all  round  where  it  liad  fitted  the  pelvic  brim.  As  it  left 
the  pelvis  the  rush  of  dark  blood  following  my  hand  was 
so  great  that  I  feared  for  the  iliac  vessels.  I  immediately- 
plugged  the  pelvis  with  a  very  large  carbolised  spongOj 
and,  rapidly  separating  the  tumour  from  its  parietal  and 
intestinal  adhesions  above,  I  applied  a  temporary  clamp  to 
the  pedicle  and  cut  away  the  tumour. 

The  vessels  in  the  pedicle  and  in  the  uterine  wall  imme- 
diately below  it  were  of  enormous  size,  and  I  thought  this 
would  be  a  safer  plan  than  transfixing  at  once  with  the 
large  solid  tumour  much  in  the  way  if  serious  haemorrhage 
occurred.  I  transfixed  and  tied  up  the  two  loops,  and 
then,  as  the  clamp  was  removed,  rapidly  tightened  and 
tied  them.  Not  a  drop  of  blood  was  lost.  I  afterwards 
tied  another  ligature  round  the  whole  pedicle,  as  the 
tissues  seemed  to  have  yielded  a  good  deal.  The  tumour 
had  been  slightly  adherent  to  the  uterus  just  below  the 
pedicle,  and  I  experienced  considerable  difficulty  in  check- 
ing the  haemorrhage  apparently  from  the  sinuses  over  the 
placental  site.  I  eventually  succeeded,  by  the  use  of  fine 
silk  with  a  fine  ordinary  sewing  needle.  When  I  with- 
drew the  large  sponge  from  the  pelvis  I  was  glad  to  find 
the  hasmorrhage  had  ceased.  Evidently  it  had  only  been 
a  general  venous  oozing. 

Before  closing  the  wound  I  noticed  that  the  stump  was 
travelling  downwards,  and  to  the  right  side,  as  the  uterus 
assumed  its  normal  central  position,  and  then,  for  the  first 
time,  a  doubt  occurred  to  me  as  to  the  nature  of  the 
tumour.  I  had  not  passed  my  hand  over  and  to  the  left 
of  the  uterus,  as  I  wished  to  avoid  handling  more  tban 
necessary,  and  it  was  now  too  late  to  do  so,  as  I  had  tied 
mogt  of  the  sutures.  I  knew  that  the  passage  for  natural 
labour  was  clear,  and  thus  the  main  object  of  my  operation 
was  accomplished. 

The  operation  occupied  seventy  minutes,  and  the 
patient's  temperature  was  only  96'6°  when  she  was  placed 
in  bed. 

As  she  began  to  rally  from  the   operation  there  wer§ 
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threatenings  of  labour  pains,  but  they  were  stopped  by 
opium,  and  when  I  saw  her  at  10  p.m.  I  thought  her 
likely  to  go  on  well.  Unfortunately,  the  nurse  mistook 
my  directions  as  to  the  giving  of  opium,  and  she  was  left 
without  any  for  twelve  hours.  I  was  sent  for  at  2  a.m. 
and  found  her  in  labour.  The  child's  head  already  well 
down  on.  the  perineum,  it  was  stillborn  before  my  col- 
league, Dr.  Champneys,  arrived.  He  removed  the  placenta. 
The  uterus  contracted  well,  and  I  left  her  sleeping  quietly 
at  3.30  a.m.  The  temperature  just  before  labour  rose  to 
104"6°,  and  then  gradually  subsided  to  102'0°;  pulse  128; 
resp.  24.  All  seemed  going  well  at  first,  then  persistent 
sickness  set  in  with  other  symptoms  of  obstruction  of 
intestine,  and  after  making  a  grand  fight  for  life 
she  died,  worn  out  with  constant  sickness,  on  the  fifth 
day. 

The  post  mortem  made  for  me  by  my  colleague,  Mr. 
Doran,  revealed  intense  enteritis  of  a  portion  of  the  small 
intestine  about  a  foot  above  the  ileo-c^cal  valve,  it  was 
paralysed,  and  obstructed  by  different  folds  of  its  coats 
adhering  to  one  another.  A  portion  of  the  ileum  was  in 
a  similar,  but  less  advanced,  stage  of  inflammation.  Doubt- 
less, these  were  the  portions  of  intestine  separated  at  the 
operation  from  the  tumour,  and  I  have  little  doubt  they 
were  roughly  crushed  against  the  parietes  when  the 
tumour  was  forced  out  of  the  pelvis.  The  pedicle  was 
healthy,  coated  with  lymph,  and  not  adherent  to  anything. 
The  uterine  wall  was  full  of  small  fibroids  in  all  stages  of 
degeneration.  Both  ovaries  were  healthy ;  the  left  con- 
tained a  true  corpus  luteum. 

The  only  other  points  in  the  post-mortem  appearances 
worthy  of  note  are,  the  contracted  condition  of  both 
kidneys,  and  the  generally  soft,  friable  condition  of  the 
small  intestine.  The  former  is  a  condition  shown  by  Mr. 
Doran  to  be  very  commonly  associated  with  large  abdo- 
minal tumours,  even  in  cases  in  which,  as  in  this  one,  the 
urine  appears  healthy.  The  condition  of  the  intestine  was 
doubtless   due  to  her  long  illness  and  the  general  maU 
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nutrition^   and  probably  was  the  determining  cause  of  the 
fatal  enteritis. 

"With  such  statistics  as  we  have  of  Caesarian  section 
and  gastro-elytrotomy,  I  do  not  think  we  are  justified  in 
expecting  the  case  to  have  terminated  differently  had  she 
lingered  on  till  full  time  and  labour  necessitated  operation 
under  circumstances  still  more  unfavorable  than  those 
under  which  I  operated. 


TUBAL     GESTATION     AND     THE     EFFECTS     OF 
CHRONIC  RETRO-UTERINE  HEMORRHAGE. 

By  Alban  Doean. 

This  preparation  shows  the  internal  generative  organs 
of  a  lady  aged  31,  formerly  a  patient  of  Dr.  Conolly  of 
Wood  Green,  under  whose  care  she  died  in  October,  1878. 
She  had  been  married  eight  years  and  had  given  birth  to 
three  children.  Her  last  child  was  born  eighteen  months 
before  her  death.  She  menstruated  for  the  last  time  on 
June  20th,  1878,  when  in  a  state  of  depression  from  a 
bereavement.  On  August  28th  she  was  seized  with 
severe  hypogastric  pains  extending  to  the  left  groin  and 
remained  several  hours  in  a  state  of  collapse.  The  pain 
subsided  in  thirty  hours  and  was  followed  by  retention  of 
urine  for  about  the  same  length  of  time.  A  week  later 
the  patient  passed  a  complete  cast  of  the  uterine  cavity. 
On  September  10th  she  had  a  second  attack  of  hypogastric 
pain.  Mr.  Spencer  Wells,  who  examined  her  with  Dr. 
Conolly,  detected  a  swelling  above  and  to  the  left  of  the 
vagina,  and  believed  it  to  be  either  a  tubal  cyst  or  a 
pelvic  hsematocele.  On  October  7th  she  passed  a  bright 
red  clot  from  the  vagina,  which  she  herself  believed  to  be 
menstrual  fluid.  On  the  evening  of  October  14th,  two 
hours  after  taking  twenty  minims  of  syrup  of  chloral,  she 
became  hysterical,  then  convulsed.  Dr.  Conolly,  who  was 
near  at  hand,   found   her,    on   his  arrival,  in  a  state  of 
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complete  syncope.  She  died  within  ten  minutes  of  the 
commencement  of  the  attack. 

I  made  a  post-mortem  examination  of  the  body  on  the 
second  day  after  death.  The  pelvis  was  filled  with  fluid 
blood  and  with  old  and  recent  coagula.  The  cellular  tissue 
of  the  iliac  fossae  was  infiltrated  with  blood,  which  fluid 
was  not  effused  into  the  peritoneal  cavity  above  the  pelvic 
brim.  To  the  left  of  the  uterus  a  cyst  was  found,  nearly 
three  inches  in  vertical  measurement  and  an  inch  and  a 
half  broad  horizontally.  It  was  ruptured  posteriorly,  and 
contained  a  foetus  three  quarters  of  an  inch  long.  As  the 
fcetus  is  about  the  average  size  of  a  six  weeks'  embryo, 
the  symptoms  observed  on  August  28th,  six  weeks  before 
the  patient's  death,  may  have  borne  a  direct  relation  to  con- 
ception. The  cyst,  here  displayed,  may  be  seen  to  be  lodged 
in  a  dilatation  of  the  extremity  of  the  left  Fallopian  tube. 
The  left  ovary  is  small  and  contains  a  well-formed  corpus 
luteum.  The  uterus  is  four  inches  long,  its  cavity  did  not, 
when  I  made  the  post-mortem,  contain  a  decidua  which  was 
evidently  represented  by  the  "  cast  "  shed  at  the  beginning 
of  September.  The  right  ovary  was  the  seat  of  incipient 
cystic  disease.  Its  posterior  part  has  been  taken  away  to 
display  the  cysts  which  have  completely  occupied  its  inte- 
rior. 

In  Douglas's  pouch  I  found  three  thin  layers  of  coagula. 
The  older  and  deeper  were  decolourised,  and  the  deepest, 
displayed  in  this  specimen,  looked  like  a  second  layer  of 
peritoneum.  There  was  no  thick  solid  collection  of  clot  to 
be  found,  as  generally  described  in  typical  cases  of  pelvic 
hjBmatocele.  Yet  in  this  case  frequent  haemorrhage  had 
occurred  into  Douglas's  pouch,  and  also  into  the  cellular 
tissue  of  the  broad  ligament  and  iliac  fossee.* 

Had  this  patient  died  in  a  remote  district,  far  from  the 
aid  of  a  medical  man  who  knew  her  case,  and  so  soon 
after  a  self-prescribed  dose  of  chloral,  death  might  have 
been  attributed  to  that  drug.      Had  gastrotomy  been  per- 

*  This  specimen  is  now  iu  the  Museum  of  the  Royal  College  of  Surgeons, 
Pathological  Series,  No.  2718  E. 
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formed  for  the  removal  of  the  cyst,  the  operation  would 
have  been  decidedly  difficult  and  dangerous.  For  though 
the  cyst  is  by  no  ineaus  large,  it  was,  before  dissection, 
adherent  both  to  the  brim  of  the  pelvis  and  to  the  outer 
extremity  of  the  ovary.  Hence  it  would  be  closely 
related  to  the  ovarian  vessels,  which  could  not  in  this 
case  have  been  secured  so  readily  as  in  the  removal  of  a 
pedunculated  ovarian  cyst. 


ON  THE  USE  OF  FORCEPS  AND    ITS    ALTERNA- 
TIVES  IN  LINGERING  LABOUR. 

Dr.  Edis. — In  moving  the  adjournment  of  the  discus- 
sion, I  feel  sure  I  but  expressed  the  wish  of  many  present 
that  we  should  have  a  still  greater  length  of  time  devoted 
to  the  consideration  of  a  subject  so  ably  and  so  exhaustively 
introduced  by  one  whom  we  are  all  pleased  to  honour. 
The  subject  itself  is  of  great  importance,  not  only  to  us  as 
a  profession,  but  to  the  public  at  large,  and  to  countless 
thousands  of  children  yet  unborn,  whose  prospects  of 
existence  depend  upon  the  management  of  their  mothers 
during  their  time  of  trouble.  The  last  published  ac- 
count of  the  Registrar- General  for  1876  tells  us  that  in 
England  alone  over  4000  mothers  succumbed  to  the  acci- 
dents or  diseases  incidental  to  childbirth,  to  say  nothing 
of  another  thousand  who  died  after  childbirth  from  various 
diseases  not  referred  either  to  childbirth  or  to  metria  in 
the  abstract.  This  is  no  great  fatality  for  one  year,  for 
during  the  last  thirty  years — from  1847  to  1876 — an 
average  of  3500  per  annum  have,  alas  !  gone  over  ad 
majorem  loartem  by  accidents  and  diseases  of  childbirth ; 
and,  therefore,  any  consideration  that  we  can  give  to  this 
subject  I  am  sure  will  not  be  thrown  away.  When  we 
consider  that  we  are  dealing,  not  with  the  statistics  of  any 
severe  disease  of  whose  bearings  we  know  little  or  nothing, 
but  with  the  carrying  out  of  a  mere  physiological  function 
at  the  time  the  powers  of  life  are  presumed  to  be  in  full 
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working  order,  and  where,  in  the  inajority  of  instances,  it 
is  under  skilled  supervision,  I  think  we  must  reproach 
ourselves  somewhat  that  the  mortality  still  keeps  up  to  the 
extent  that  it  does.  The  triumph  of  modern  surgery  is 
its  conservatism,  that  of  medicine  its  preventive  aspect, 
and  unquestionably  the  direction  in  which  we  must  labour 
to  bring  obstetrics  up  to  a  corresponding  footing  is  to 
endeavour  to  avert  the  dangers  and  difficulties  likely  to 
beset  us,  and  not  so  much  to  rely  upon  our  treatment  of 
those  actual  dangers  when  they  have  been  allowed  to  come 
into  existence.  The  question  then  before  us  is  the  pre- 
vention and  management  of  lingering  labour,  especially 
with  reference  to  the  employment  of  the  forceps  and  its 
alternatives.  Let  us  take  them  in  the  order  in  which  Dr. 
Barnes  himself  has  given  them.  And  first  we  take  expect- 
ancy. Now  expectancy  is  all  very  well,  but  unfortunately 
we  leave  too  much  to  our  patient  and  too  little  to  ourselves. 
How  often  does  it  happen,  when  we  are  summoned  to  the 
lying-in  room,  we  find,  instead  of  our  patient  having  been 
put  into  proper  training,  as  is  usual  in  the  case  of  a  race  or 
any  muscular  effort  which  one  might  be  called  upon  to  go 
through — how  often  do  we  find  her  in  this  state  :  that  her 
sleep  for  a  long  while  past  has  been  disturbed,  that  her 
digestion  has  been  interfered  with,  the  functions  of  the 
body  not  properly  performed,  and  yet  we  expect  that 
patient  to  go  through  what  is  after  all  a  very  trying  pro- 
cess. But,  supposing  we  have  taken  some  little  pains  to 
see  that  our  patient  is  brought  into  a  proper  state  to  go 
through  labour,  then  I  contend  much  may  be  done  in 
seeing  that  she  does  not  expend  her  powers  fruitlessly. 
How  often  do  we  find  that  hour  after  hour  and  day  after 
day  goes  by,  and  still  our  patient  is  in  the  agonies  of 
child-bearing.  Unfortunately  it  seems  to  me,  the  prac- 
tice of  obstetrics  appears  to  engender  in  the  minds  of 
many  a  tendency  to  trust  implicitly  to  nature — to  wait  and 
watch  to  see  what  will  come  of  it.  We  prescribe  largely, 
as  has  been  said,  the  tincture  of  time  instead  of  applying 
the   essence   of   others^   experience,   and   very  frequently 
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allow  our  patient  to  get  into  sucL.  a  condition  that  all  our 
efforts  are  fruitless  to  rescue  her.  Therefore,  in  taking 
up  a  subject  like  this,  I  think  our  attention  should  not  be 
altogether  limited  to  the  question  of  what  by  many  is  con- 
sidered a  dernier  ressort,  I  consider  myself  that  the 
forceps  is  an  aid  to  labour,  to  supplement  the  defective 
arrangements  of  nature,  if  we  may  so  say,  and  that  we 
have  no  business  to  treat  it  as  the  ulthna  ratio,  as  it  were, 
which  is  looked  upon  with  such  great  dread,  or  was  until 
recently.  If  forceps  were  only  used  judiciously  and  when 
occasion  properly  demanded  it,  I  feel  sure  that  many  mothers 
would  not  only  sanction  it,  but  look  forward  to  its  help  in 
their  time  of  difficulty.  Expectancy,  as  I  say,  may  be  carried 
too  far.  The  moment  we  find  the  least  evidence  of  flag- 
ging power,  of  any  cessation  of  pains,  any  intermittance 
in  the  regular  beat  or  any  acceleration  of  the  patient^s 
pulse,  or  any  general  evidence  of  the  patient  having  had 
more  than  she  can  fairly  compass,  I  think  we  are  bound 
in  duty  to  assist  the  patient,  and  not  to  allow  her  to  go 
on  until  she  is  in  powerless  labour.  Then  the  question 
will  arise.  What  shall  be  done  ?  There  are  many  simple 
expedients  that  I  fear  are  too  frequently  overlooked.  Dr. 
Matthews  Duncan  has  shown  us  that,  under  ordinary  cir- 
cumstances, the  mere  propelling  force  of  labour  is  about 
forty  pounds  ;  and  in  any  extraordinary  case  of  labour, 
where  unusual  effort  is  made,  the  propulsion  exercised  by 
the  uterus  or  the  abdominal  muscles,  with  the  voluntary 
efforts  that  the  patient  herself  can  make,  does  not  exceed 
eighty  pounds.  Now,  I  think,  as  our  President  has  so 
ably  pointed  out  in  his  late  systematic  treatise,  we  have 
within  our  power  a  very  simple  expedient  by  placing  the 
patient  in  any  position — in  the  ordinary  obstetric  position 
on  the  left  side  or  on  her  back,  or  in  any  position, — that 
by  pressure  upon  the  uterus  externally  we  can  very  fre- 
quently apply  an  equal  if  not  a  greater  pressure  than  that 
which  nature  herself  is  expending  upon  the  process.  We 
can  in  this  way  exert  a  pressure  of  sixty  to  one  hundred 
pounds.      This   can   be   tested  by  a  spring  balance,  and 
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determined  as  a  simple  matter.  I  think  in  many  cases 
we  may  assist  our  patient  very  materially  by  exercising  a 
certain  amount  of  compression.  Then,  in  too  many  cases, 
I  feel  sure  the  binder  is  too  much  neglected.  I  often 
suggest  to  a  patient,  "  I  think  we  will  have  a  binder," 
and  sometimes  both  nurse  and  patient  seem  to  think  that 
one  is  doing  something  very  extraordinary.  I  appeal  to 
those  present  whether  in  their  individual  experience  they 
are  in  the  habit  of  applying  the  binder  to  patients 
before  the  child  is  expelled.  Then,  supposing  this 
simple  means  fails,  and  we  have  taken  care  that 
the  patient  is  not  utterly  exhausted  from  want  of 
nourishment  or  occasional  rest,  by  giving  her  an 
hour  or  two's  sleep,  then,  having  exhausted  those 
means,  I  think  the  question  will  naturally  arise, 
"  Shall  we  give  her  ergot  or  apply  the  forceps  ?  "  For 
myself  I  consider  ergot  not  only  an  uncertain,  but  a  very 
treacherous,  remedy.  In  many  instances  it  exerts  a  power 
far  greater  than  we  had  the  intention  of  giving,  and 
by  doing  that  we  are  simply  encouraging  the  very  dangers 
we  are  so  anxious  to  escape — that  is,  rupture  of  the  uterus, 
the  tearing  of  the  soft  parts,  injury  to  the  mother,  or  death 
of  the  child  by  actual  compression  of  the  uterus  ;  and  I 
think  after  the  nervous  force  that  supplies  the  uterus  has 
been  expended  for  many  hours  in  contracting  the  uterus, 
and  when  the  powers  begin  to  flag,  it  is  very  unphilo- 
sophical  of  us  to  attempt  to  stimulate  it ;  it  is  far  better 
for  us  to  supply  some  extra  force.  That  can  be  done, 
without  any  attempt  to  stimulate  the  already  overtaxed 
and  overworked  muscular  fibres,  by  the  application  of 
forceps.  The  thing  is  as  simple  as  possible.  Unfortu- 
nately the  education  at  the  present  day,  or  up  to  the 
present  day,  has  been  so  neglected  in  this  depai-tment  that 
many  men  do  not  feel  themselves  competent  to  apply  the 
forceps,  and  therefore  give  ergot.  I  think  this  obstetric 
education  is  at  the  root  of  a  great  deal  of  misunderstanding 
as  regards  the  utility  of  the  forceps.  Now  we  will  go  on 
a  little  further,      "  The  chief  contest  turns   upon   the  use 
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of  the  forceps  iu  the  second  order  of  cases.  Does  lingering 
labour  occur  so  as  to  entail  danger  to  mother  and  child 
during  the  first  stage  of  labour  V  I  believe^  in  conjunc- 
tion with  many  who  are  called  consultants^  that  we  can 
see  things  from  a  standpoint  that  others  look  at  from  a 
totally  different  bearing.  I  can  answer  this  question  un- 
hesitatingly in  the  affirmative,  that  lingering  labour  does 
occur  so  as  to  entail  danger  to  the  patient.  Not  long 
since  I  was  asked  to  see  a  patient  in  consultation  who  had 
been  allowed  to  go  on  for  three  consecutive  days  and 
nights  in  labour.  The  practitioner^s  explanation  was  that 
the  OS  was  not  dilated^  and  when  I  explained  to  him  that 
the  membranes  had  ruptured  sixteen  hours  after  the 
commencement  of  labour,  he  saw  the  difficulty  at  once.  I 
succeeded  in  delivering  the  patient,  and  could  have  done 
so  in  all  probability  some  two  or  three  days  or  nights  pre- 
viously. Dr.  Barnes  asks  :  "  Is  the  application  of  the 
forceps  ever  necessary  or  useful  before  the  full  dilatation  of 
the  cervix  uteri  V  This  is  the  most  important  of  all,  and 
I  wrote  to  Dr.  Johnston  asking  him  if  he  would  entrust 
me  with  any  views  he  might  have  bearing  on  this  part  of 
the  question.  From  his  letters  to  me  I  have  extracted  a 
few  remarks  which  I  think  are  worth  recording.  He  says  : 
''  I  beg  leave  to  say,  in  answer  to  the  first  query,  I  con- 
sider that  the  forceps  are  necessary  and  useful  before  the 
OS  is  fully  dilated,  in  order  to  avoid  danger  to  the  mother, 
in  cases  where  the  liquor  amnii  has  escaped  at  the  com- 
mencement of  labour,  which  would  otherwise  accrue  by  the 
pressure  of  the  child's  head  upon  the  cervix,  particularly 
when  it  is  retained  at  the  brim,  and  more  so  where, 
through  any  cause,  there  may  be  delay.  This  danger  may 
also  occur  where,  although  the  membranes  are  unruptured, 
the  waters  remain  above  and  the  foetus  descends  upon  the 
cervix.  In  such  cases  the  forceps  is  equally  necessary,  as 
by  its  timely  use  you  prevent  the  liability  to  inflammation 
and  sloughing,  and,  mayhap,  complete  separation  of  the 
cervix  from  the  body  of  the  uterus,  and  death,  as  in  one 
instance  occurred  with  myself,  and  was  the  reason  which 
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induced  me  to  adopt  the  method.  The  danger  to  the 
childj  particularly  when  the  liquor  amnii  has  escaped,  is 
from  the  frequent  uterine  action  of  the  labour  pains  pro- 
ducing compression  of  the  placenta  to  such  a  degree  as  to 
prevent  the  circulation  of  blood  through  the  organ,  and 
this  causes  the  death  of  the  foetus.  Another  reason  for 
the  timely  aid  of  the  forceps  is  in  cases  of  extremely  ner- 
vous, delicate  females,  so  ill  able  to  bear  the  exhaustion 
and  fatigue  of  the  labour  pains  (even  though  they  may  not 
be  protracted  to  any  lengthened  period),  and  from  which 
they  so  slowly  and  with  such  difficulty  are  brought  to 
convalescence.  In  such  cases  the  early  application  of  the 
forceps  is  attended  with  the  most  beneficial  results,  as  I 
have  frequently  experienced.  These,  among  others,  are 
the  principal  reasons  why  I  advocate  the  measure.  I  may 
add  that  since  the  expiration  of  my  mastership  of  the 
Rotunda  Lying-in  Hospital  in  1875,  I  have  performed 
the  opei'ation  in  several  instances  under  the  foregoing 
circumstances,  and  have  every  reason  to  say  that  the  more 
I  have  done  so  the  more  I  am  convinced  of  the  great  ad- 
vantage I  have  derived  from  the  practice.'^  I  do  not 
hesitate  to  read  these  remarks,  coming  as  they  do  from 
such  an  important  authority,  although  I  believe  Dr.  Johns- 
ton is  represented  here  by  one  of  his  late  assistants  whom 
I  hope  we  shall  have  the  pleasure  of  hearing  shortly  ;  and 
I  think  also  it  is  only  fair  to  Dr.  Johnston  that  they  should 
be  read,  especially  as  his  name  has  been  called  in  question. 
He  says  further,  "  On  looking  over  Dr.  Barneses  paper  on 
the  use  of  the  forceps  when  the  os  is  undilated,  I  would 
wish  to  draw  attention  to  a  few  of  his  observations.  First, 
I  perceive,  when  speaking  of  the  application  of  the  blades, 
he  says,  '  this  is  generally  not  very  difficult.^  Now, 
fearing  that  this  might  lead  the  casual  reader  to  think 
lightly  of  the  proceeding,  I  should  wish  that  it  be  distinctly 
understood  that  although  there  may  be  no  difficulty,  still 
the  greatest  care  should  be  taken  and  nicety  observed  in 
the  introduction  of  the  blades,  lest  the  point  may  slip 
outside  the  os,  and  be  pushed  into  the  posterior  cul  de  sac 
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and  throngh  the  peritoneum,  thus  causing  considerable 
injury,  attended  with  the  most  dangerous  consequences. 
Secondly,  in  his  allusion  to  traction,  he  says,  '  if  the  os  is 
dilatable/  I  may  state  that  under  no  other  circumstances 
is  the  operation  justifiable.  When  there  is  not  that 
danger,  which  he  states,  '  of  dragging  down  the  whole 
uterus  and  cliild,^  in  any  way,  we  always  found  the  os 
gradually  yield  under  the  gentle  traction  which,  until  it  is 
expanded,  should  only  be  employed.  In  no  instance  of 
the  169  cases  recorded  did  such  an  occurrence  take  place. 
Thirdly,  speaking  of  the  length  of  time  occupied  in  the 
delivei-y  of  the  child  being  '  an  hour  or  more,^  I  have  only 
to  say  that  in  our  cases  the  duration  of  the  operation  did 
not  extend  beyond  twenty  to  thirty  minutes,  except  in  one 
instance  (that  of  a  case  of  deformity  fi'om  an  exostosis  at 
the  brim),  when  it  lasted  three  quarters  of  an  hour,  in  a 
woman  in  her  ninth  pregnancy.  The  child,  a  female, 
weighed  71b.  12  oz.,  was  born  alive  and  lived,  in  whose 
head  there  was  a  depression  of  the  left  parietal  bone  three 
inches  and  a  half  by  one  and  three  quarter  inches  in 
breadth,  and  three  eighths  of  an  inch  in  depth.  Both 
mother  and  child  went  out  well  on  the  twelfth  day. 
Fourthly,  he  mentions  the  amount  of  bruising  of  the  soft 
parts  and  tearing  of  the  os  uteri.  Now,  I  can  say  that  in 
our  practice  there  was  none,  if  I  except  the  case  of  slough- 
ing of  the  vagina  mentioned  in  the  reports,  and  which  was 
caused  by  the  too  frequent  examinations  made  during 
labour  before  the  operation.  And  as  to  the  tearing  of  the 
OS,  in  all  the  cases  which  died,  on  post-mortem  examination 
the  OS  was  found  not  more  bruised  than  what  would  have 
occurred  in  primipai'te  during  ordinary  labour.  Fifthly, 
in  his  remarks  as  to  the  '  increased  amount  of  suffering 
during  the  dilatation,'  I  beg  to  say  that  we  avoided  it  by 
(as  was  our  invariable  rule)  putting  the  patient  under  the 
influence  of  chloroform  before  proceeding  to  operate. 
And  with  regard  to  the  '  liability  to  retention  of  the 
placenta,'  we  had  only  two  instances,  one  from  morbid 
adhesions  and  one  fi^om  irregular  contraction  ;  and  as  to  its 
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'  predisposing  to  the  danger  of  post-partum  hnemorrhagc/ 
the  number  of  cases  in  the  1G9  recorded  where  post- 
partum haemorrhage  followed  amounted  to  four,  but  they 
were  of  so  trifling  a  nature  that  two  were  quite  convales- 
cent, and  able  to  go  out  on  the  eighth  day,  one  on  the 
ninth,  and  one  on  the  tenth  day.  This  last  was  in  delicate 
health  on  her  admission,  so  that  I  consider  it  must  be 
allowed  that  in  our  practice,  at  least,  there  was  not  that 
predisposition.  I  have  merely  to  say  with  what  pleasure 
I  have  read  Dr.  Barnes's  paper,  and  cannot  conclude 
without  expressing  my  gratitude  to  him  for  having  taken 
such  a  considerate  and  rational  view  of  the  practice, 
feeling  certain  that  in  course  of  time  the  early  use  of  the 
forceps  in  skilful  hands,  so  far  from  it  being  attended  with 
danger,  will  be  proved  to  be  of  the  greatest  advantage  in 
saving  the  life  of  both  the  mother  and  child."  It  is  only 
a  very  few  years  since  I  brought  before  the  Society  my 
own  views  on  the  subject  of  forceps,  therefore  I  will  not 
occupy  your  time  any  further,  seeing  that  we  have  with  us 
several  eminent  Fellows  who  honour  us  by  their  presence, 
and  will,  I  hope,  take  part  in  the  discussion.  I  trust, 
however,  that  the  question  will  not  be  discussed  entirely 
upon  the  forceps  itself,  but  that  we  shall  consider  the 
alternatives  both  as  regards  prevention  and  the  manage- 
ment of  lingering  labour  when  it  has  been  allowed  to  occur. 

Dr.  LoMBE  Atthill  (Master  of  the  Rotunda  Hospital, 
Dublin). — It  is  with  considerable  diffidence  that  I  take 
any  part  in  this  discussion,  for  several  reasons ;  the 
principal  one  being  that  my  views  are  so  very  much  in  ac- 
cordance with  those  which  have  been  already  so  ably  and 
clearly  put  before  you  by  my  friend  Dr.  Barnes  that  I  really 
have  very  little  to  add  ;  but,  sir,  I  felt  that  the  repeated 
and  pressing  invitations  which  have  been  kindly  given  me 
by  your  secretaries  and  by  fellows  of  this  Society  should 
be  responded  to.  Occupying  as  I  do  the  position  of  master 
of  the  Rotunda  Hospital,  the  greatest  school  of  clinical 
midwifery  in  this  kingdom,  I  felt  it  was  my  duty  to  state 


ALTERNATIVES    IN    LINGERING    LABOUR.  179 

what  our  practice   was,  and  what  my  experience  in    the 
question    under    discussion    is.      Since    I    was    appointed 
in    November,   1875,  we  have    had    about    4000    patients 
delivered   in  the  hospital.       The  exact  number  delivered 
in  hospital  during  my  mastership  up  to  the  1st  of  May  last 
was  3958.      Of  these  patients,  279  were  delivered  with  the 
forceps — in    round    numbers     I    in    14.      In    our    extern 
maternity,  during  the  same  period,  we  had  2486  deliveries, 
of  whom  85  were  delivered  with  the  forceps,  or  1   in  29. 
You  will  remark  that  our  deliveries  by  the  forceps  in  the 
hospital  are    just    double   those  in  the   extern   maternity. 
But,    sir,  in  estimating   the  inference  to  be   deduced  from 
these  figures,  it  is  necessary  to  bear  in  mind  of  what  class 
our  intern  patients  are  composed.      In  the  first  instance,  a 
very  large  majority  of  them  are  primiparous ;  and  I  need 
not  say  that  in  cases   of   primiparae  the   forceps   are  more 
frequently  used.      Next,  we  have  a  number  of  patients  who 
seek  admission  because  they  are   cases  of   difficulty.      Ad- 
mission to  the  lying-in  wards  of  the  Rotunda  Hospital  is 
absolutely  free.      The  consequence  is,  if  a  woman  has  been 
a  long  time  in  labour  and  becomes  alarmed  at  her  labour 
being  tedious,  she  may  herself  seek    admission,  and  is   at 
once   admitted.      Again,    patients    are    sent   in   to   us  by 
general  practitioners  and  by  the  poor-law  medical  officers 
simply   because  they  are    cases   of   difficulty.      Moreover, 
from  time  to  time  patients  are  admitted  from  the  provinces 
simply  because  their  previous   labours  have  been  difficult 
or  dangerous.      Now,  what  the  exact  propoi'tion  of  patients 
coming  under  these   classes  is   we   cannot   say  with  cer- 
tainty ;  but  suppose  that  only  some  twenty  are  admitted  in 
the  year,  even  that  number  would  considerably  modify  the 
inference  to  be  deduced  from  the  figures  I  have  given  you. 
I  make  these  remarks  because  I  consider  the  proportion  of 
one   in   fourteen   is   rather  large  if    taken  on   an  area   of 
general  pi-actice,  and  it  is  my  wish,  if  I  can,  to  prevent 
the  undue  use  of  forceps  in  cases  in  which  they  are  not 
absolutely  necessary.      But,  sir,  if  any  aid  is  necessary  to 
midwifery,  I  feel  that  the  forceps  is  supei'ior  to  any  other. 
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With  respect  to  the  administration  of  ergot,  it  is  ahso- 
hitely  given  up  in  the  Rotunda — I  may  say  prohibited, 
because  we  do  not  allow  it  to  be  given  in  the  extern 
maternity  any  more  than  in  the  hospital.  With  respect 
to  the  compression  of  the  abdomen,  that  is  a  practice 
which,  I  must  say,  I  consider  at  least  unscientific  and 
calculated  to  be  very  injurious.  As  to  the  introduction 
of  the  fingers  in  the  rectum  with  a  view  of  expelling  the 
head,  it  is  a  proceeding  calculated  to  injure  the  soft  parts 
of  the  mother;  it  is  most  irksome  to  her,  and,  I  suppose, 
equally  irksome  to  the  practitioner  himself.  But  on  this 
point — that  is,  the  use  of  the  forceps  when  the  head  is 
low  in  the  pelvis — I  think  that  there  is  nearly  a  unani- 
mity of  opinion,  as  far  as  I  can  judge  from  reading  the 
discussion  which  has  taken  place  in  this  Society.  The 
real  question  at  issue  is,  whether  the  use  of  the  forceps  is 
justifiable  in  cases  in  which  the  os  is  not  fully  dilated. 
Now,  I  do  not  think  it  is  possible  that  any  practitioner  of 
experience,  who  has  thought  over  this  subject,  would  say 
that  the  forceps  should  not  be  used  because  the  os  is  not 
fully  dilated,  but  I  use  it  in  as  few  cases  as  possible. 
When  the  head  is  low  in  the  pelvis,  and  the  os  fully 
dilated,  we  have  no  hesitation  in  applying  forceps,  and,  I 
believe,  rightly  so ;  but  when  the  os  is  not  fully  dilated, 
no  matter  whether  the  head  is  above  the  brim  or,  as  is 
sometimes  the  case  when  a  foetus  is  small,  when  the  head 
is  low  in  the  pelvis,  I  object  to  use  forceps  unless  the 
condition  of  the  mother  is  such  as,  in  my  opinion,  warrants 
its  use.  As  an  illustration,  I  will  mention  a  case  which 
occurred  just  before  I  left  Dublin.  A  woman  had  been 
twenty-six  hours  in  labour  with  her  first  child.  The  waters 
were  five  or  six  hours  evacuated;  the  os  nearly  fully  dilated, 
but  not  quite ;  the  head  just  at  the  brim  ;  the  os  soft  and 
dilatable ;  the  patient  getting  exhausted  and  restless,  say- 
ing, "  Oh,  how  tired  I  am  ;'^  the  pulse  risen  in  two  hours 
from  80  to  105.  In  this  case  I  applied  the  long  forceps, 
and  I  may  here  say  the  forceps  we  invariably  use  are 
those  known  as  Dr.   Barneses   double-curved  forceps.      I 
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delivered  the  patient,  with  the  greatest  facility,  of  a  living 
child,  both  mother  and  child  being  now  perfectly  well. 
I  am,  however,  satisfied  that  a  certain  number  of  practi- 
tioners under-estimate  the  danger  which  may  occur  frotn 
too  eai'ly  use  of  the  forceps  before  the  os  is  fully  dilated, 
and  I  believe  that  is  due  to  the  fact  that  they  do  not  dis- 
tinguish between  the  two  very  different  classes  of  cases 
with  which  they  have  to  deal.  In  some  cases  the  os  is  so 
soft  and  easily  dilatable  that  delivery  is  effected  with  the 
greatest  possible  ease  and  safety.  In  some  cases  it 
appears  to  me  that  to  talk  of  the  os  not  being  fully 
dilated  is  really  hardly  correct.  Over  and  over  again 
I  have  watched  a  case  in  which  the  os  could  be  distinctly 
felt.  Keep  your  finger  in  contact  with  the  os  uteri,  and 
as  the  pain  comes  on  it  will  all  but  disappear  ;  but  if  the 
pain  is  inefficient,  the  head  will  speedily  recede  as  the  pain 
goes  off,  and  the  os  contract  to  the  same  condition  as  before. 
I  have  watched  such  cases  a  considerable  length  of  time,  and 
these  are  those  cases  in  which  one  is  tempted  simply  to  apply 
forceps — a  perfectly  safe  proceeding,  but  a  most  unjustifi- 
able one;  but  it  is  far  different  with  another  class  of  cases. 
I  think  we  are  too  much  in  the  habit  of  talking  of  the 
"  os  uteri  being  dilated,^^  or  ''undilated,^^  as  if  the  os  were  a 
mere  rim,  on  dilating  which  all  difficulty  was  over.  But  in 
point  of  fact  we  should  in  most  cases  speak  of  the  "  cervix  " 
rather  than  the  "  os  uteri ;  "  the  whole  lower  segment  of 
the  uterus  has  to  dilate  during  labour,  and  it  is  this  un- 
dilated  cervix  which  often  opposes  us.  I  have  more  than 
once  applied  the  long  forceps  when  I  thought  I  had  to  deal 
with  the  OS  only,  and  found  that  my  efforts  to  deliver  were 
opposed  by  the  condition  of  the  cervix.  The  whole  uterus 
descended  as  traction  was  being  made,  till  the  lip  of  the  os 
appeared  at  the  very  ostium  vaginae.  These  were  cases  in 
which  delivery  had  become  imperative  ;  but  consider  the 
pressure  to  which  the  cervix  must  have  been  subjected 
between  the  child's  head  and  the  pelvic  wall  before  delivery 
could  be  effected,  and  how  great  was  the  danger  of  laceration 
of  the  cervix.  This  induces  me  to  avoid  the  use  of  the  forceps 
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before  the  os  is  fully  dilated  in  all  cases  in  which  I  can  do 
SO;  but,  on  the  other  hand,  if  a  case  occurs  in  my  practice  in 
which  I  believe  it  imperative  to  deliver  the  woman  before 
the  OS  is  fully  dilated,  I  unhesitatingly  have  recourse  to  the 
use  of  the  forceps,  notwithstanding  that  the  os  uteri  is 
not  fully  dilated.  I  believe  that  practice  is  safer  than  the 
practice  of  version,  and  I  say  this  with  a  certain  degree  of 
confidence  from  a  not  very  limited  experience.  I  know 
the  difficulty  which  I  have  experienced  more  than  once  in 
endeavouring  to  bring  down  the  head  through  an  undilatcd 
cervix,  which  has  tightly  grasped  the  foetus  round  the 
neck,  and  I  have  no  hesitation  in  saying  I  prefer  the 
forceps  to  version  under  such  circumstances  as  those.  I 
think  it  ought  not  to  be  forgotten  that  in  a  certain 
number  of  these  cases  we  are  obliged  to  use  forceps 
simply  because  the  brim  is  slightly  contracted.  In  many 
cases  a  slight  contraction  of  brim  is  not  distinguishable  by 
an  ordinary  digital  examination,  nor  can  you  make  it  out 
unless  you  pass  the  whole  hand  into  the  vagina.  In  those 
cases  the  os  never  fully  dilates,  the  head  never  comes 
down  fully  on  the  os,  and  I  am  perfectly  satisfied  in  a 
certain  proportion  of  cases  in  which  these  forceps  are 
applied  before  the  os  is  fully  dilated  that  non-dilatation  is 
due  to  imperfect  contraction  of  the  uterus.  With  your 
permission — and  perhaps  practice  is  more  important  than 
precept — I  will  read  the  details  of  two  or  three  cases  which 
have  come  under  my  care  during  the  last  year.  They  are 
taken  from  the  report  of  the  Rotunda  Hospital,  which  has 
not  yet  been  published,  and  will,  I  think,  throw  some 
light  on  the  treatment  of  such  cases  as  those  which  we 
are  at  present  considering: — "Case  1.  E.  C^ — ,  aged 
twenty-three,  was  admitted  into  hospital  at  3  a.m.  on 
May  11th,  having  been  about  twenty  hours  in  labour 
under  the  care  of  a  midwife.  The  membranes  had  rup- 
tured the  previous  day,  and  the  patient  seemed  much 
exhausted  from  protracted  efforts  at  'bearing  down.' 
The  08  was  about  half  dilated,  and  very  rigid ;  a  large 
scalp  tumour  could  be  felt  on  the  foetal  head  ;   the  vagina 
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was  hot  and  dry.  Warm  baths,  chloral,  and  opium  were 
tried  repeatedly  during  the  day.  At  10  p.m.,  the  patient 
having  been  chloroformed,  the  forceps  were  applied  ;  os 
three-fourths  dilated.  The  cervix  offered  considerable 
resistance,  and  some  blood  flowed  with  the  first  efforts 
at  traction.  A  small  thrombus  formed  at  the  posterior 
fourchette  as  the  head  was  coming  down  upon  the  peri- 
neum. Two  incisions  were  made  laterally  in  the  perineum 
to  avoid  the  danger  of  laceration.  The  child  was  still- 
born. Convalescence  was  uninterrupted  and  the  patient 
went  out  on  the  eighth  day."  "  Case  2.  A.  D — ,  aged 
twenty-six,  unmarried.  Labour  commenced  on  May 
15th  ;  the  waters  were  discharged  the  same  day.  Came 
into  hospital  on  the  16th,  having  been  twelve  hours  in 
labour.  The  os  was  found  to  be  the  size  of  a  shilling, 
and  very  rigid.  All  the  ordinary  means  of  relaxing  it 
were  employed,  but  with  very  little  effect.  At  midnight 
on  the  1 7th  (third  day  since  escape  of  liquor  amnii)  the  os 
was  about  the  size  of  a  florin,  still  very  rigid ;  the  vagina 
hot ;  tongue  coated ;  pulse  rapid,  and  the  patient  in  great 
distress  of  mind.  Chloroform  was  administered,  and  she 
was  kept  under  its  influence  for  twelve  hours.  At  noon 
the  following  day  (18th)  the  forceps  were  applied  and 
locked.  No  traction  was  applied  for  half  an  hour  after- 
wards, as  it  was  hoped  the  excentric  pressure  of  the 
blades  would  expand  the  cervix  sufiiciently  for  the  passage 
of  the  head.  In  fifteen  minutes  more  it  was  drawn 
through  the  cervix,  and  was  soon  delivered  without 
further  difficulty.  The  entire  time  which  elapsed  from 
the  application  of  the  instruments  until  the  birth  of  the 
child  was  fifty-five  minutes.  The  child  was  born  alive,  and 
lived  for  thirty-six  hours  afterwards.  19th,  7  p.m.  : — 
Patient  has  suddenly  become  deeply  jaundiced,  groaning 
and  complaining  of  general  distress,  but  no  pain ;  respira- 
tion rapid ;  lochia  suppressed ;  no  milk.  The  perineal 
laceration,  which  extends  half  way  to  the  anus,  is  desti- 
tute of  granulations  and  covered  with  a  white  membrane ; 
the  edges  red  and  oedematous,  and  the  discharge  thin  and 
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irritating,  excoriating  the  inner  side  of  the  thiglis;  labia 
oedcmatous,  10  p.m.: — Vomiting  green  matter;  semi- 
comatose, with  retention  of  ui-ine.  20th  : — Comatose  ; 
breathing  quieter;  pulse  110.  21st: — Profuse  black 
vomiting,  several  pints  of  fluid  being  ejected.  Coma 
very  profound,  with  stertorous  breathing.  Death  on 
third  day.  The  autopsy  revealed  arborescent  injection  of 
the  peritoneum,  with  deposit  of  recent  lymph,  rupture  of 
cervix  uteri  extending  to  peritoneum,  diphtheritic  mem- 
brane on  internal  surface  of  uterus,  and  adhesion  of  left 
pleura."  That  is  the  only  case,  I  should  say,  in  which  I 
have  ever  had  ruptui'e  of  the  cervix  from  the  use  of  the 
forceps,  and  I  think  it  clearly  proves  it  is  a  danger  which 
is  not  to  be  forgotten.  "  Case  o.  T.  O'N — ,  aged  nine- 
teen, a  primipara.  Labour  commenced  about  4  p.m.  on 
June  8th  ;  she  did  not,  however,  come  into  hospital  until 
noon  the  next  day.  9th : — On  admission  the  os  was 
found  to  be  about  the  size  of  a  sixpenny  bit,  and  the  head 
could  be  felt  through  it,  the  waters  having  previously 
escaped.  Her  pains  were  apparently  veiy  severe,  but 
had  not  much  effect  on  the  os,  which  felt  hard  and  rigid  ; 
she  passed  a  very  restless  night,  in  spite  of  an  anodyne 
draught.  10th  : — Os  was  about  the  size  of  a  florin,  still 
hard  jind  undilatable.  The  day  and  night  were  spent 
very  much  as  those  preceding  had  been.  On  the  morning 
of  the  11th,  very  little  progress  having  been  made,  chloro- 
form was  administered  and  the  forceps  adjusted  and  locked, 
but  so  firmly  and  rigidly  did  the  cervix  surround  the 
blades  that  it  was  not  thought  safe  to  employ  traction, 
and  they  were  accordingly  removed ;  chloroform  was 
withdrawn.  The  patient  was  again  placed  in  a  warm 
bath,  the  water  of  which  was  injected  into  the  vagina. 
After  a  time  matters  assumed  a  more  favorable  aspect, 
the  cervix  softened  and  began  to  dilate,  about  6  p.m.  it 
was  retracted  over  the  head,  and  the  child  was  shortly 
afterwards  expelled  alive  by  the  natural  efforts."  These 
cases  are  to  me  exceedingly  interesting  and  instructive, 
especially  the  last.      It  was  the  only  occasion  I  can  remem- 
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ber  in  which,  after  applying  the  forceps,  I  did  not  com- 
plete delivery ;  but  I  felt  amply  rewarded  by  the  satis- 
factory termination  of  the  case.  It  is  very  well  worth 
bearing-  in  mind  that  that  patient's  child  was  born  alive, 
in  contradistinction  to  the  first  of  the  cases,  in  which  the 
child  was  dead  after  the  use  of  the  forceps.  In  conclusion, 
I  have  to  say  our  practice  is  this  : — We  use  the  forceps 
freely  when  the  head  is  low  and  the  os  fully  dilated.  We 
use  the  forceps  when  the  os  is  not  fully  dilated,  but  with 
the  greatest  possible  hesitation,  and  with  a  full  conviction 
that  such  a  practice  is  not  absolutely  safe.  I  may  add,  I 
do  not  think  that  much  infantile  life  is  saved  by  the  use 
of  the  forceps  before  the  os  is  fully  dilated.  Children  are 
born  alive  to  live  for  a  few  hours,  but  the  great  majority 
in  my  experience  die  within  a  few  hours  after  protracted 
efforts  to  extricate  them.  Of  course  I  am  now  alluding  to 
those  cases  in  which  there  is  some  difficulty  of  extraction, 
not  to  those  of  which  I  have  already  spoken,  in  which  the 
os  is  so  soft  and  so  nearly  dilated  that  to  speak  of  it  as 
not  being  dilated  is,  perhaps,  really  erroneous. 

Dr.  M'Clintock,  of  Dublin. — I  assure  you  with  all 
sincerity  I  would  much  prefer  being  a  listener  in  this  dis- 
cussion to  taking  any  part  in  it.  However,  I  came  over  to 
London  for  the  purpose  of  being  present,  and  I  will  take 
advantage  of  your  indulgence,  and  the  indulgence  of  the 
members,  to  offer  a  few  remarks,  though,  not  having  had 
charge  of  a  hospital,  nor,  of  course,  the  opportunities  which 
a  large  hospital  affords,  for  several  years,  my  own  direct 
experience  in  the  use  of  this  modern  high  development  of 
the  employment  of  the  forceps  is  very  limited. 

In  the  first  place,  let  me  express  ray  very  warm 
approval  of  the  course  which  the  Society  has  taken  in 
bringing  under  the  notice  of  its  members  such  a  very 
important  subject  as  the  employment  of  the  forceps. 
We  should  not  forget  that  there  is  probably  no  agency, 
whether  medicinal  or  surgical,  that  has  effected  a  greater 
saving  of  life  and  a  larger  abridgement  of  human  suffering 
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than  this  instrument,  the  forceps.  And  the  forceps  can 
boast  of  something  more  than  that — what  no  other  agent 
or  instrument  can  boast  of — it  was  in  a  great  measure  the 
means  of  effecting  a  vast  and  important  revolution  in  prac- 
tice in  this  country.  It  was  the  discovery  of  the  forceps 
and  its  skilful  employment  that  led  to  the  rescue  of  mid- 
wifery from  female  hands  and  brought  it  under  the  care 
and  the  culture  of  scientific  surgeons  and  physicians ;  and 
as  a  consequence  of  this — with  all  respect  to  the  ladies  I 
say  it — scientific  midwifery  has  made  more  progress  in  the 
last  hundred  and  twenty  years  than  it  had  in  the  thirty 
centuries  preceding.  I  think,  sir,  then,  that  this  instrument 
well  deserves  at  our  hands  any  amount  of  consideration  or 
time  that  the  Society  could  devote  to  it,  and  I  feel,  speaking 
as  an  individual  member  of  the  Society,  that  our  thanks 
are  due  to  the  distinguished  member  who  brought  this 
subject  under  our  notice  in  a  communication  characterised 
by  a  remarkably  impartial  and  philosophical  spirit.  Having 
said  so  much  by  way  of  preface  I  will  address  myself  very 
briefly  to  the  two  great  points  in  Dr.  Barnes's  paper ;  and 
I  shall  speak  first  upon  the  use  of  the  forceps  in  the  high 
operation,  and  then  say  a  word  or  two  about  its  employ- 
ment in  the  low  operation.  I  must  express  my  hearty 
acquiescence  in  one  or  two  general  observations  contained 
in  Dr.  Barnes's  paper,  apart  from  my  admiration  of  the 
paper  as  a  whole.  In  the  first  place,  I  entirely  agree  with 
what  he  says  about  the  danger  of  drawing  fixed  conclusions. 
It  is  a  very  dangerous  thing  to  lay  down  fixed  rules  in  medi- 
cine or  midwifery.  In  the  next  place  I  entirely  endorse 
his  observation  in  saying  that  he  fears  statistics  will  aid  us 
very  little  in  the  investigation  of  this  question,  from  the 
difficulty  of  obtaining  facts  that  are  available.  I  know 
that  Dr.  Barnes  has  expressed  on  other  occasions  his  hesi- 
tation and  doubt  with  regard  to  the  value  of  statistics,  and 
I  am  myself  more  and  more  coming  round  to  that  opinion. 
I  have  known  many  enormous  errors  and  misapprehen- 
sions to  have  been  occasioned  by  the  inaccurate,  in- 
cautious, or  illogical   employment   of   statistics.      We  are 
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discussing  the    use    of    the    forceps   in    purely   lingering 
labours.      With    regard    to  the   use  of  the  forceps  in  the 
first  stage  of  labour^    1   think  perhaps   the  important   dis- 
tinction of  the  presence  or  absence  of  the  liquor  amnii  is 
sometimes    lost    sight    of    when    we    speak    of    this    first 
stage.      And   yet    this    constitutes    a    most   material    dif- 
ference^   and    I    regard  it  as   one    of   the   most   generally 
true  maxims  in  midwifery,  that  as  long  as  the  membranes 
are  entire  and  the  liquor  amnii  present,  no   danger  will 
accrue  to  mother  or  child  by  the  continuance  of  the  labour 
process,   except   from   convulsions  or  haemorrhage.      That 
is  an  axiom  which  I  believe  is  perhaps  the  most  universally 
true   of   any  practical  axiom  in    midwifery,  and  it  is  one 
upon  which  I  have  invariably  acted.      The  table  prepared 
by  Dr.  Churchill  as  showing  that  the    first   stage  may  be 
indefinitely  prolonged  without  any  injury  to   the  mother, 
has    perhaps   been   relied    on  a  little  too  much.      I  have 
qualified  my  opinion  with  regard  to  the  prolongation  of  the 
first  stage  and  the  comparative  freedom  from  danger  from 
it   by    saying    that   the   water   should  be  present  and  the 
membranes    unbroken.      Dr.    Churchill    gives    144    cases 
where  the  labour  was  excessively   prolonged    in   the  first 
stage — in    one  case  up  to  six  days — and  the  second   stage 
was  short  in  all  the  cases,  and  the   women  recovered.      I 
think    that    this    is    an   instance,    perhaps,    of  misleading 
statistics,  for  on  looking  through  his  work  I  find  that  these 
were  really  selected  cases,  and  he  did  not   include  in  this 
table  of  prolonged  first  stage  any  cases  where  an  operative 
proceeding  was  required  to  terminate  the  delivery,  or  where 
the  second  stage  was  prolonged ;    and  we  all  know  it   is  a 
very  common  consequence  of  the  long  first  stage  that   the 
woman,  when  she  enters  into  the  second  stage,  is  weakened, 
and  this  strongly  predisposes  to  the  necessity   of  artificial 
interference.      Dr.  Geo.   Johnston,  in  his  cases,  mentions 
twenty  where  he  proceeded  to  use  the  forceps  whilst  the 
membranes  were  still  intact.      On  that  point  I  may  say  I 
entirely  dissent  from    his  practice,   and    such  a    course   I 
would  not  myself,  on  any  account,  pursue.      I  can   hardly 
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say  that  such  a  proceeding  would  be  justifiable,  certainly 
not  without  in  the  first  instance  endeavouring  to  dilate 
the  OS  uteri^  arrd  then  rupturing  the  membranes.  How- 
ever, it  is  but  due  to  Dr.  Johnston  to  make  a  remark  or 
two  about  his  statistics,  as  they  have  been  very  freely 
commented  upon.  In  15  of  his  cases  of  the  169  where  he 
used  the  forceps  before  full  dilatation  of  the  os  uteri,  the 
forceps  was  used  either  on  account  of  heemorrhage, 
placenta  praevia,  descent  of  the  funis,  or  convulsions. 
These,  however,  should  be  excluded  from  our  consideration 
of  the  use  of  the  instrument  in  purely  lingering  labours. 
His  mortality  was  52  per  cent,  of  the  169  cases.  But 
when  you  come  to  analyse  this  death  rate,  you  find  that  5 
of  the  deaths  aroSe  from  convulsions,  or  gastro-enteritis, 
from  which  the  patient  had  been  suffering  many  hours  or 
days  before  admission  to  the  hospital,  so  that  that  would 
reduce  his  mortality  to  a  little  over  2  per  cent.  I  men- 
tion this  in  fairness  to  him.  Before  leaving  Dublin  I 
distinctly  ascertained  from  him  that  in  no  instance  has  he 
applied  the  forceps  unless  the  os  uteri  was  dilated  to  the 
extent  of  two  fifths.  Now,  my  estimate  of  the  value  of  the 
forceps  in  the  higher  operation  agrees  mainly  with  that  of 
Dr.  Barnes.  His  remarks  with  regard  to  it  fully  express 
my  own  sentiments.  He  says  :  "  Experience  compels  me 
to  aflSrm  that  the  necessity  of  the  operation  cannot  be 
frequent,"  and  such  I  entirely  believe.  Again  he  says  : 
"  The  operation  is  not  without  danger  in  skilful  hands.'' 
That  I  also  believe.  And  again,  speaking  of  the  use  of 
the  forceps  where  the  head  is  high  above  the  brim  and  the 
OS  uteri  only  imperfectly  dilated,  he  says,  "  Far  more 
judgment  and  skill  are  required  in  deciding  upon  and 
carrying  out  the  operation  under  these  circumstances." 
Allusion  has  been  made  to  ergot.  I  must  say  I  en- 
tirely disapprove  of  the  use  of  ergot  before  the  os  uteri 
is  dilated,  or  where  the  head  is  above  the  brim.  I  think 
it  is  a  most  objectionable  practice,  and  it  is  one  I  have 
never  myself  adopted  or  sanctioned  in  any  instance.  That 
is   all  I   have  to  say  with  regard  to   the   high   operation. 
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WitTi  regard  to  the  loiv  operation,  I  must  somewhat  ques- 
tion Dr.  Barnes's  first  proposition  ;  at  least  it  requires  to 
be  a  little  qualified,  for  he  says  the  forceps  is  superior  to 
any  of  its  alternatives.  Now  I  cannot  agree  with  the  re- 
marks that  have  fallen  fi'om  my  esteemed  friend  and  com- 
patriot. Dr.  Atthill,  about  the  use  of  ergot  of  rye.  I  think 
ergot  of  rye,  cautiously  and  rightly  used,  restricted  to  the 
cases  where  it  is  really  justifiable  and  appropriate,  is  a 
most  valuable  remedy,  and  is  not  likely  to  do  any  harm. 
With  all  respect  for,  his  opinion  I  say  this.  If  the  head 
is  in  the  pelvis,  and  there  is  no  mechanical  obstacle  to  its 
expulsion,  where  all  that  is  required  is  a  little  increase  in 
the  vis  a  tergo,  I  can  see  no  objection  to  giving  ergot ; 
and  certainly,  in  my  own  hands,  in  a  considerable  number 
of  cases,  it  has  acted  most  satisfactorily  and  expeditiously 
in  bringing  matters  to  a  conclusion.  I  know  it  involves 
danger  to  the  child,  but  by  timely  interference  you  can 
rescue  the  child.  If  it  produce  good  pains  the  probability 
is  that  the  labour  terminates ;  and  that  is  what  you  want. 
If  it  fail  to  produce  uterine  action,  it  will  do  the  child  no 
harm.  It  is  a  point  upon  which  I  am  clearly  decided  from 
very  careful  investigation  that  ergot  only  acts  injuriously 
upon  the  child  in  a  mechanical  way,  i.e.  by  the  frequency 
and  intensity  of  the  utei'ine  contractions  which  it  induces  ; 
if  it  fail  to  produce  these  contractions  the  child  will  not 
suffer ;  and  in  either  case,  whether  it  does  or  does  not, 
you  are  just  as  capable  of  delivering  with  the  forceps  as 
if  you  had  not  given  the  ergot,  and  it  is  always  a  good  pre- 
paration for  the  use  of  the  instrument.  Dr.  Edis  alluded 
very  properly  to  some  other  auxiliaries  that  we  may 
employ  under  those  circumstances  in  purely  lingering 
labour,  and,  amongst  these,  pressure  upon  the  uterus. 
Of  this,  however,  I  have  no  experience ;  but  as  to  putting 
the  patient  in  an  upright  position  and  administering 
nourishment  and  stimulants  and  so  forth,  I  think  that 
they  may  often  be  advantageously  tried.  Of  course  the 
great  proportion  of  cases  where  the  forceps  is  used  with  such 
extraordinary  frequency  as  we  see  at  the  present  day,  are 
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cases  of  this  description,  where  the  labour  is  truly  in  the 
second  stage.  It  is  the  low  operation  which  is  hero 
performed.  Now  the  forceps,  like  nearly  every  other 
agent  or  remedy,  has  had  to  go  through  certain  stages 
after  its  discovery,  and  these  stages  are  three.  In  the 
first  instance,  when  a  remedy  comes  out  it  is  extolled  and 
praised ;  it  is  taken  up  with  the  greatest  enthusiasm  by  the 
mass  of  the  profession,  and  as  a  matter  of  course  is  often 
misapplied,  misused,  and  administered  in  cases  where  it  is 
wholly  unsuitable,  and  a  great  deal  of  injury  and  dis- 
appointment result.  Then  there  is  a  reaction,  and  the 
medicine  is  thrown  aside  or  consigned  to  an  unmerited 
oblivion.  Then,  perhaps,  at  a  later  stage,  there  comes  a 
reaction  in  the  other  direction,  and  the  remedy  again 
comes  into  vogue.  That  is  the  stage  at  which  the  forceps 
has  now  arrived.  After  the  forceps  was  discovered  every 
one  thought  he  could  use  it,  and  a  great  deal  of  mischief 
was  done.  This  led  to  the  reaction  which  was  brought 
about  under  the  influence  of  Hunter,  Osborne,  and  other 
men  of  that  day,  and,  latei',  by  Robert  Lee  and  Collins, 
the  effect  of  which  was  that  the  forceps  fell  under  an 
unjust  odium.  Now  we  are  emerging  from  that  and  have 
got  in  the  last  few  years  into  the  third  stage  ;  and  I  should 
hope  that  under  the  guidance  of  men  such  as  this  Society 
is  composed  of — men  of  judgment,  men  of  experience, 
capable  of  giving  a  clear  exposition  of  their  views,  and 
putting  them  forward  in  a  temperate  mannei* — I  should 
hope  the  reaction  which  happily  has  set  in  will  be  kept 
within  proper  bounds.  I  have  lived  to  see  two  of  these 
phases  in  the  history  of  the  forceps.  In  my  early  life 
the  rule  laid  down  was  never  to  resort  to  the  forceps  until 
symptoms  began  to  appear  which  were  indicative  of  com- 
mencing inflammation  or  of  disturbance  set  up  in  the  whole 
system;  and  the  consequence  was,  a  large  proportion  of  these 
cases  was  followed  by  more  or  less  injury  to  the  vagina, 
and  in  not  a  few  cases  by  sloughing,  from  the  use  of  the  in- 
strument being  delayed  too  long.  Of  late  years  our  general 
plan  has  been  not  to  wait  for  the  accession  of  these  sym- 
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ptoms,  but  if,  after  two  or  three  hours,  no  advance  ia 
made,  then,  on  the  first  symptom  of  failure  of  the  patient's 
strength,  to  resort  to  the  instrument,  and  by  its  timely  use 
save  the  child  and  the  mother.  Where  the  forceps  is 
employed  before  any  inflammation  is  set  up  in  the  vagina, 
I  believe  injury  from  its  use  is  extremely  rare,  except 
perhaps  injury  to  the  head  of  the  child,  from  the  forceps 
not  having  been  correctly  and  properly  applied,  or  to  the 
perineum  ;  but  no  dangerous  injury  has  resulted,  and  in  this 
way  I  am  satisfied  a  great  deal  of  life  has  been  saved,  and 
that  the  frequency  of  craniotomy  has  been  most  materially 
diminished.  The  experience  of  the  Dublin  Lying-in  Hos- 
pital abundantly  shows  this.  Now,  about  this  frequency 
in  the  use  of  the  forceps,  we  hear  of  some  men  using  it  once 
in  every  ten  cases,  others  once  in  every  seven,  and  some 
more  frequently  than  that.  I  am  inclined  to  think  that 
this  is  pressing  its  use  a  little  too  far.  In  my  own 
private  practice  the  frequency  with  which  I  use  the  forceps 
is  exactly  one  in  thirty,  but  I  know  it  is  not  fair  to  com- 
pare private  and  hospital  practice  at  all,  because  the 
classes  of  cases  you  meet  with  are  different.  In  private 
practice  also  you  have  the  patient  under  your  own  control 
from  the  commencement,  and  she  may  be  considered  to  be 
properly  treated;  but  in  a  hospital  the  patient  is  often 
brought  in  suffering  from  the  ill  effects  of  a  great  deal  of 
delay  and  bad  treatment.  What,  I  should  like  to  know, 
are  we  to  consider  as  the  highest  rate  of  frequency  of  the 
forceps  coexistent  with  the  lowest  rate  of  mortality  to 
mother  and  child  ?  This  is  the  great  practical  problem 
which  we  have  to  solve.  As  long  as  the  mortality 
diminishes  |9fm  passu  with  the  more  and  more  frequent  use 
of  the  instrument,  we  are  justified,  I  think,  in  continuing. 
But  surely  there  must  be  some  limit  to  this,  and  some 
line  beyond  which  the  mortality  will  gradually  begin  to 
rise  in  a  certain  ratio  with  the  increasing  frequency  of  the 
operation.  If  we  could  but  determine  this  problem,  I 
think  it  would  point  out  to  us  the  exact  limits  within 
which  the  forceps  might  be   employed.      On   the   whole, 
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contrasting  in  a  general  way  the  old  and  reserved  use 
of  tlie  forceps  where  the  policy  of  procrastination  was 
employed,  with,  the  more  frequent,  nay,  even  the  too 
frequent,  use  of  forceps  of  the  present  day,  I  am  bound 
to  confess  that  the  advantages  are  greatly  on  the  side  of 
the  latter  pi-actice  as  contrasted  with  the  former. 

Dr.  Bassett,  of  Birmingham. — I  desire  to  unite  with 
the  gentlemen  who  have  preceded  me  in  thanking  Dr. 
Barnes  for  having  placed  this  subject  before  us  for  dis- 
cussion. It  is  impossible  to  conceive  that  any  matter  of 
greater  importance  affecting  the  welfare  of  the  public,  and 
the  credit  of  this  Society,  could  have  been  placed  before  it. 
Unfortunately  for  us  who  have  to  play  the  part  of  critics. 
Dr.  Barnes  has  treated  this  matter  in  so  complete  and 
philosophical  a  manner  that,  except  in  the  way  of  commen- 
dation, it  is  difficult  to  say  anything  by  way  of  criticism. 
I  shall  not,  however,  at  this  time  of  the  evening,  and  con- 
sidering that  others  have  to  speak,  do  more  than  say 
that  the  old  landmarks  with  reference  to  the  use  of  the 
forceps  having  been  thrown  down,  it  was  quite  time  to  look 
out  for  a  scientific  frontier,  a  certain  geographical  area 
within  which  we  can  operate  with  precision,  with 
freedom,  and  with  safety  to  our  patients.  "We  have  this 
in  the  statement  that  Dr.  Barnes  has  placed  before  us, 
copying,  as  he  did,  the  teachings  of  three  of  the  greatest 
men  who  have  taught  in  recent  times  in  midwifery,  adding 
his  own  experience  to  these,  and  giving  us  an  epitome  of 
what  we  desire  to  know  and  carry  into  practice,  with 
reference  to  the  use  of  the  forceps.  There  is,  however, 
one  reservation  I  should  be  disposed  to  make  with  refer- 
ence to  the  five  propositions  with  which  he  terminated  his 
paper,  and  that  is  as  regards  the  employment  of  ergot. 
If  you  give  ergot  and  watch  its  effects,  if  it  fails  to  produce 
the  desired  result,  you  have  the  forceps  at  hand  to  ter- 
minate the  case  without  difficulty.  My  experience  has  led 
me  to  that  conclusion.  I  am  satisfied  in  many  cases  I 
have   succeeded    in    effecting    delivery    by  ergot  without 
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forceps^  when,  had  I  not  administered  it;,  I  must  have  at  once 
employed  the  forceps.  Then^  with  reference  to  the  more  in- 
teresting and  more  important  matter^  the  use  of  the  forceps 
in  the  high  operation^  I  have  had  an  opportunity  of  making 
use  of  this  instrument  where  the  os  uteri  has  been  undilated 
on  several  occasions^  in  the  majority  of  cases  with  con- 
siderable benefit.  In  a  few  the  operation  has  failed^  and 
I  have  had  to  resort  either  to  turning  or  to  craniotomy. 
Looking  at  the  matter  altogether,  if  the  operation  is 
undertaken  prudently,  although  the  os  uteri  may  be  only 
partially  dilated,  I  think  less  harm  will  come  to  the 
patient  than  if  other  methods  of  treatment  are  employed. 

Dr.  Henry  Bennet. — I  feel  some  reluctance  at  rising 
to  take  part  in  the  present  discussion,  as  the  remarks  I  have 
to  make  do  not  directly  follow  in  sequence  of  the  most 
valuable  observations  which  have  been  made.  Allusion  has 
been  made  to  rigidity  of  the  cervix,  and  all  our  obstetrical 
works  are  full  of  allusions  to  the  rigidity  of  the  cervix  as 
hindering  the  progress  of  labour,  and  necessitating  sooner 
or  later  the  application  of  the  forceps.  I  was  led  by 
several  remarkable  cases  that  occurred  to  investigate  the 
nature  and  origin  of  this  rigidity  of  the  cervix  a  little  more 
narrowly  than  had  been  done,  and  I  made  it  a  point, 
whenever  I  remarked  rigidity  or  induration,  to  examine 
my  patient  two  months  afterwards ;  and  I  always  found 
in  those  patients  pathological  conditions,  chronic  inflam- 
mation, induration,  enlargement  of  the  cervix,  and  thus 
the  nature  of  this  interference  with  the  normal  physio- 
logical process  of  parturition  became  revealed ;  and  this 
throws  a  little  light  upon  the  treatment  of  these  conditions, 
and  shows  the  inutility  of  many  of  the  agencies  usually 
resorted  to — belladonna,  &c. ;  and  the  advantage  that  is 
derived  in  many  cases  from  incisions.  I  would  also  say^ 
as  a  gynaecologist,  we  have  frequent  opportunities  of  exa- 
mining women  who  have  gone  through  instrumental  con- 
finement, and  I  am  constantly  in  the  habit  of  finding,  four 
or  six  months  afterwards,  lesions  connected  with  instl*li- 
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mental  delivery  ;  and  I  think  the  rule  I  follow  myself 
ought  to  be  followed  by  all  obstetricians,  that  whenever 
any  instrumental  labour  has  taken  place,  whenever  there 
is  any  rigidity  or  interference  with  the  natural  and  physio- 
logical course  of  labour,  no  patient  should  be  afterwards 
left  to  herself.  It  should  be  a  matter  of  rule  that  six 
weeks  or  two  months  after,  an  examination  should  be 
made  to  ascertain  whether  the  state  of  the  genital  organs 
is  sound.  If  this  rule  were  followed,  a  vast  amount  of 
physical  suffering  in  women  would  be  saved.  Lesions 
would  be  discovered,  and  easily  cured  within  a  few  months 
after  confinement,  which  are  very  difficult  to  cure  when 
they  have  existed  for  some  years. 

Dr.  Cranny. — The  fact  of  my  having  been  assistant- 
master  of  the  Eotunda  Hospital  during  the  period  that  Dr. 
George  Johnston  was  master  may  be  sufficient  excuse  for 
my  venturing  to  make  a  few  remarks  on  this  paper.  I 
may  say  that  in  the  main  I  agree  with  Dr.  Barnes, 
but  there  are  a  few  minor  points  I  should  like  to  re- 
mark upon.  There  is  no  doubt  that  there  are  many 
cases  where  the  necessity  arises  for  interfering  before 
the  OS  uteri  is  fully  dilated.  First  of  all  it  may  be 
necessary  in  order  to  prevent  undue  exhaustion  of  the 
patient.  As  Dr.  Barnes  so  very  ably  puts  it,  the  patient 
may  have  gone  through  a  severe  first  stage  of  lingering 
labour,  and  thereby  her  powers  are  exhausted,  and  she 
has  not  sufficient  strength  to  carry  her  through.  In  that 
case  there  is  an  undoubted  necessity  for  the  use  of  the 
forceps.  Then  the  early  operation  prevents  sloughing  and 
its  consequences.  Now  this  evening  we  have  heard  from 
Dr.  M'Clintock  that  the  use  of  ergot,  when  it  acts,  may 
cause  injury  to  the  soft  parts  of  the  mother.  Why  may 
not  the  same  danger  occur  if  there  is  a  great  pres- 
sure by  the  uterine  action  without  the  use  of  ergot  ? 
This  undoubtedly  exists,  particularly  in  the  cases  where 
the  membranes  have  been  ruptured  early,  and  I  think  Dr. 
Barnes   will  agree   with    me   when  I  say  that  the  early 
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operation  in  many  cases  saves  the  life  of  the  child^  and 
we  know  from  statistics  which  have  been  published  in 
a  paper  by  Dr.  Kidd  that  this  early  interference  has  de- 
creased the  number  of  craniotomies  considerably.  I 
think  the  number  of  recoveries  that  have  taken  place 
under  this  practice  which  Dr.  Johnston  has  carried  out 
so  largely^  and  which  has  been  criticised  so  fully^  are 
quite  a  sufficient  justification  for  his  practice.  We  must 
bear  in  mind  that^  though  there  were  nine  deaths,  yet 
he  accounts  for  every  one  of  those  fatal  cases  otherwise 
than  by  the  use  of  the  forceps,  and  it  is  not  fair  in  criticis- 
ing him  to  attribute  the  deaths  to  the  early  use  of  forceps 
alone.  There  is  one  point,  I  think,  that  should  not  be 
forgotten.  Though  Dr.  Atthill  has  told  us  this  evening  of 
a  case  of  rupture  of  the  uterus  occurring  from  use  of  the 
forceps,  still  I  think  I  may  say  that  was  because  the  forceps 
was  used  in  an  unsuitable  case.  If  the  os  uteri  had  been 
properly  softened  and  dilatable,  that  rupture  probably  would 
not  have  taken  place.  I  have  seen  the  post-mortem  exami- 
nations in  most  of  the  cases  of  death  that  occurred  during 
Dr.  Johnston's  mastership,  and  in  no  case  was  there  injury 
done  to  the  uterus  by  the  forceps.  As  a  proof  of  this 
absence  of  injury,  I  may  mention  a  minor  point  in  prac- 
tice, but  still  it  will  go  to  bear  me  out.  It  was  very 
seldom  that  we  were  obliged  to  use  the  catheter  after 
delivery  in  cases  of  labour  that  were  completed  by  the  use 
of  the  forceps,  proving  that  there  was  no  inflammation. 
This  I  believe  was  not  the  case  in  former  times  before 
early  interference  was  practised.  Many  cases  are  on 
record  of  sloughing  of  the  vagina,  and  I  believe  they  were 
altogether  caused  from  the  want  of  proper  assistance  in 
time.  The  suitable  cases,  then,  are  those  in  which  the  os 
uteri  is  dilatable  and  soft ;  it  is  not  right  to  introduce 
the  forceps  in  cases  where  there  is  a  rigid  cervix.  Dr. 
Barnes  says  the  natural  order  and  process  of  labour  is 
disturbed  by  the  operation.  That  I  do  not  think  he  is 
quite  right  in.  I  do  not  believe  that  the  fact  of  intro- 
ducing forceps  interferes  with  the  natural  process  at  all. 
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Of  course  it  hastens  it,  but  as  to  causing  any  ulterior  bad 
results,  I  do  not  think  it  does.  I  never  noticed  the 
slightest  disposition  to  post-partum  htemorrhage  or  reten- 
tion of  the  placenta  caused  by  the  use  of  the  forceps,  and 
I  never  saw  a  case  where  the  uterus  was  dragged  down 
to  the  vulva ;  so  far  from  there  being  a  bruising  of  the 
soft  parts,  I  think  it  is  a  saving  to  them,  because  we  pre- 
vent the  tremendous  and  long-continued  pressure  upon  the 
soft  parts.  I  agree  with  most  of  Dr.  Barnes'  conclusions, 
except,  perhaps,  with  No.  4,  which  I  think  requires  a  little 
modification.  There  are  other  considerations  besides  the 
position  of  the  head  which  should  influence  us  as  to  the  use 
of  the  forceps.  We  must  also  take  into  account  the  time 
the  waters  have  escaped,  and  whether  any  progress  is 
being  made ;  also  the  amount  of  suffering  of  the  mother 
and  the  danger  that  thi'eatens  the  child  from  the  long- 
continued  pressure. 

Dr.  Savage. — If  I  may,  without  presumption,  make  a 
few  remarks,  I  should  like  to  elicit  some  further  informa- 
tion from  our  Dublin  friends.  Though  I  have  not  at- 
tended a  case  of  midwifery  for  twenty  years,  yet,  up  to 
that  period,  my  practice  was  not  inconsiderable,  and  I 
have  ever  retained  a  very  lively  interest  in  all  that  con- 
cerns the  practice  of  midwifery,  and  have  watched  its 
progress,  and  also  have  been  quite  surprised  to  see  the 
new  tone  that  this  branch  of  medicine  has  assumed.  My 
past  experience  clashes  very  much  with  much  that  I  have 
heard  to-night.  I  may  say  my  practice  was  considerable. 
I  attended  patients  before  I  ever  attended  lectures.  I  have 
attended  many  mere  lingering  labours  and  never  used  the 
forceps  once,  and  never  lost  a  case.  I  am  connected  with 
a  hospital  to  which  is  attached  a  maternity — a  small  one, 
and  so  the  better  watched  because  it  is  small.  They  have 
there  cases  of  lingering  labour,  but  I  hear  of  no  deaths, 
and  this  has  been  going  on  for  twenty- five  years.  Now, 
for  any  one  with  an  experience  of  that  kind  to  come  in 
collision  with  statements  regarding  the  use  of  the  forceps 
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once  in  every  five  or  ten  cases  is  quite  startling.  I  can- 
not understand  it.  I  have  Lad  lingei'ing  labours  con- 
tinuing two  days  ;  and  what  has  been  the  end  of  them  ? 
whyj  they  always  did  very  well  without  the  forceps. 
And^  more  than  that^  there  seems  to  be  an  error  running 
throughout  the  whole  of  this  debate^  and  although  I  quite 
agree  with  all  that  has  been  said  with  regard  to  the  mode 
in  which  Dr.  Barnes  has  introduced  the  subject^  it  seems 
also  to  run  through  his  paper,  which  is,  the  looking  at  the 
dilatation  of  the  cervix  of  the  uterus  as  a  mechanical 
affair,  which  can  only  be  done  by  a  superincumbent  pres- 
sure. The  dilatation  of  the  uterus,  in  my  opinion,  is  en- 
tirely a  vital  act,  having  to  do  with  the  state  of  the  con- 
stitution or  the  nerves  of  the  patient.  If  it  were  not  so, 
what  would  be  the  use  of  your  alternatives  ?  If  it  were 
not  a  physiological  act,  what  is  the  use  of  the  warm  water, 
the  chloral,  and  the  opium  ?  You  have  no  mechanism 
there,  and  therefore  I  say,  if  a  man  enters  the  practice  of 
obstetrics  with  the  sole  idea  that  the  opening  of  the  uterus 
is  a  mechanical  thing,  he  will  be  a  very  bad  practitioner 
to  the  end  of  his  life.  He  says  naturally,  "  Here  is  no 
vis  a  tergo  ;  then  I  will  have  a  vis  a  fronte."  I  am  not 
going  into  details  about  these  alternatives,  which  seem  to 
be  rather  condemned  in  Dr.  Barnes's  paper,  though,  for 
my  part,  I  think  a  great  deal  of  them.  I  was,  however, 
very  much  struck  by  an  observation  which  fell  from  a 
speaker  on  the  previous  evening,  who  said,  "  The  Dublin 
school  has  been  talking  a  deal  of  nonsense. '^  I  was  per- 
fectly amazed.  I  know  a  great  deal  of  the  Dublin  school, 
and,  with  the  exception  of  thinking  that  Dr.  Johnston's 
practice  was  extreme  and  such  as  I  could  not  comprehend, 
I  had  great  respect  for  the  Dublin  school.  To  be  sure, 
the  speaker  apologised ;  he  said  "  present  company  ex- 
cepted •/'  rather  a  left-handed  way  of  getting  out  of 
it.  I  paid  particular  attention  to  what  he  said,  and  I 
am  certain  that  never  in  the  course  of  my  life  did  I  hear 
such  nonsense  from  any  one.  What  did  he  say  ?  He  said 
he  would  introduce  the  long  forceps — and  here  I  must  call 
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attention  to  what  Dr.  Barnes  has  said  about  the  long;  for- 
ceps.  AVheu  you  are  speaking  of  the  high  operation  and 
the  low  operation,  you  are  speaking  of  two  very  different 
things.  Who  will  undertake  the  high  operation  under 
any  circumstances,  unless  he  has  had  some  practice  in  the 
use  of  the  long  forceps  ?  I  consider  it  hazardous  in  the 
extreme  in  untutored  hands.  "  Now/^  said  this  gentle- 
man, "what  do  I  do  ?  I  will  tell  you.  I  just  take  my  for- 
ceps, and  I  do  not  care  much  about  the  resistance  of  the 
OS  and  the  cervix ;  but  I  get  my  forceps  in,  and  when  I 
have  got  them  there,  by  the  adoption  of  some  little  screw 
I  make  this  a  squeezing  forceps,  and  I  will  reduce  the 
head  so  that  I  can  bring  it  down  eventually."  Fancy  a 
man  with  my  experience  of  twenty  years  ago  hearing  such 
sentiments  as  these,  and  imagine  what  must  have  been 
my  amazement.  Now  I  will  say  this  to  him :  If  you 
get  your  forceps  into  the  uterus,  the  head  not  descending, 
and  it  is  above  the  brim,  I  will  defy  any  man  to  tell  what 
part  of  the  foetal  head  he  catches  hold  of.  I  am  justified 
in  that  by  what  is  remarked  by  Cazeaux,  a  Frenchman  of 
great  distinction,  whose  book  is  adopted  by  the  faculty. 
He  says  that  the  head  is  now  a  movable  head,  and  you  may 
catch  it  by  the  eye  or  by  the  neck,  or  you  may  lay  hold  of  it  in 
such  a  way  that  it  glides  something  like  a  cherryimperfectly 
held  by  the  fingers,  and  so  will  slip  off,  that  is,  your  forceps 
will  slip  off,  and  will  inflict  a  most  serious  gash.  I  need 
not  say  what  would  be  the  consequences  of  such  a  result 
on  the  eye  or  the  neck.  Now,  I  can  imagine  this  gentle- 
man having  got  hold  of  the  eye  or  the  neck,  and  then  he 
applies  his  screw  to  reduce  the  capacity  of  the  forceps. 
Do  you  mean  to  tell  me  that  you  will  extract  a  living  child 
under  those  circumstances,  or  that  you  are  likely  to  deliver 
without  serious  injury  to  the  woman  ?  Certainly  not.  I 
have  listened  very  attentively  to  our  Dublin  friends.  I  have 
a  great  respect  for  them  ;  and  they  have  said,  in  my  opinion, 
the  most  sensible  things  that  have  been  said, 'notwithstand- 
ing the  allegation  of  nonsense  that  was  cast  upon  them.  I 
hope  I  am  not  out  of  order  in  trying  to  elicit  what  is  their 
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experience  with  regard  to  these  allegations  of  Cazeaux.  I 
have  not  heard  one  word  said  in  this  discussion  about  the 
uncertainty  of  the  hold  that  the  long  forceps  may  take 
upon  the  head  when  it  is  high  up  ;  I  do  not  mean  when  it 
is  down^  really  resting  on  the  brim^  and  where  you  are 
pretty  sure.  Supposing  you  are  so  fortunate  as  to  get 
hold  of  the  head,  back  and  front,  and  you  bring  it  down 
within  the  area  corresponding  with  its  longest  diameter 
flat  on  to  the  top  of  the  pelvis,  you  will  not  get  it  through 
unless  you  squeeze  with  the  instrument.  How,  then,  do 
you  hope  to  get  it  through  ?  I  know  you  talk  about 
leverage,  but  the  effect  of  your  leverage  is  simply  to  do 
what  you  can  demonstrate  on  any  old  tin  kettle  with  an 
oval  lid.  Referring  to  my  own  practice.  I  remember  we 
had  the  long  forceps  (which  we  nevej*  used),  and  there  was 
also  a  perforator ;  we  had  not  the  paraphernalia  of  the 
new  system.  I  mention  this  to  contrast  the  practice  of 
twenty  years  since  with  the  present  practice,  and  all  I 
wished  was  not  by  any  means  to  compliment  our  Dublin 
friends,  but  to  do  them  some  little  justice  in  return  for  the 
left-handed  compliment  which  was  paid  them.  I  should 
certainly  like  to  know  all  about  this  catching  hold  of 
the  head,  and  whether,  in  their  experience,  they  never 
happened  to  catch  hold  of  the  eye  or  the  neck,  and,  if  so, 
what  were  the  consequences  ? 

On  the  motion  of  Dr.  Roper,  the  debate  was  adjourned 
till  the  meeting  in  July. 


JULY  2nd,  1879. 

William   S.  Playiatr,  M.D.j  F.R.C.P.,  President,  in  the 

Chair. 

Present — 67  Fellows  and  7  visitors. 

Books  were  presented  by  Dr.  Sam.  C.  Busey,  Dr.  Galabin, 
Dr.  "Wm.  Goodell,  Professor  E.  W.  Jenks,  Professor  J. 
Lazarewitch,  Professor  Peter,  Dr.  "W.  L.  Richardson,  and 
Professor  A.  Hadfeldt. 

Walter  S.  A.  Griffith,  M.R.C.S.,  was  admitted  a  Fellow 
of  the  Society. 

The  following  gentlemen  were  declared  admitted  : — John 
Turiname  Gardner,  [M.B.C.S.  (Ilfracombe) ;  Hormasji  Dosab- 
hai  Pesikaka,  L.R.C.P.  (Bombay);  Frederick  Ogilby  Ross, 
B.A.,  M.B.  (Brazil),  and  Thomas  Wells  Hubbard,  M.R.C.S. 

(Lenham,  Kent) . 

William  James  Tivy,  F.R.C.S.  (Clifton),  was  proposed  for 
election. 


ON  THE  USE  OF  FORCEPS  AND    ITS    ALTERNA- 
TIVES IN  LINGERING  LABOUR. 

The  adjourned  discussion  on  the  2nd  inst.  was  opened  by 

Dr.  Roper. — In  considering  the  question  of  the  frequent 
use  of  the  forceps,  as  now  before  the  Society,  it  is  impor- 
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tant  to  confine  our  observations  to  natural  labour,  to  the 
exclusion  of  every  kind  of  complex  labour.  But,  as  we 
hardly  ever  use  forceps  iu  a  perfectly  natural  labour — that  is, 
a  labour  free  from  all  factors  of  difficulty,  we  must  have 
some  indications  of  slight  difficulty  for  which  it  is  justifiable 
or  desirable,  if  not  absolutely  necessary,  that  forceps  should 
be  used.  In  what  I  have  to  say,  I  will  speak — first,  from 
observation,  from  clinical  experience ;  and,  secondly,  I  will 
make  some  statistical  remarks.  The  labours  to  which  I 
have  been  called  to  use  forceps  have  been  of  two  kinds ;  but 
my  observations  for  the  present  have  reference  to  the  second 
stage  of  labour  only.  The  first  kind  of  labour  to  which  I 
wish  to  call  attention  is  a  lingering,  feeble  labour,  mostly 
occurring  in  women  who  have  had  many  children,  in  whom 
the  uterine  force  is  very  feeble  from  the  beginning  to  the 
end  of  labour.  The  pains  are  very  slight,  and  occur  only  at 
long  intervals,  and  the  labour  is  protracted  simply  through 
uterine  atony.  The  soft  parts  are  very  lax,  and  ofi'er  but 
little  or  no  resistance ;  the  child^s  head  lies  loosely  in  the 
pelvic  cavity,  and  can  easily  be  moved  about  in  any  direc- 
tion ;  there  is  no  pressure  on  the  maternal  soft  parts,  and  no 
constant  contraction  of  the  uterus  to  arrest  the  foetal  circu- 
lation. Such  a  labour,  however  long  it  may  last,  will 
almost  always  terminate  naturally  by  expectancy.  It  may- 
seem  to  the  patient,  her  friends  and  attendants,  that  delivery 
is  desirable ;  yet  certainly  it  can  but  rarely  be  absolutely 
necessary.  If  in  such  a  case  we  decide  to  deliver  with 
forceps,  I  have  never  regarded  it  as  good  practice  to  do  so 
without  using  ergotine  by  subcutaneous  injection.  Fre- 
quently, however,  the  manipulation  which  is  necessary  in 
applying  forceps  will  stimulate  both  the  uterus  and  the 
reflex  and  voluntary  expulsive  efforts  of  the  patient.  I  do 
not  trust  to  ergot  alone  as  an  alternative  to  forceps,  but  I 
use  it  as  an  adjuvant.  Although  ergot  generally  stimulates 
the  uterus  to  increased  action,  it  does  not  always  succeed  in 
expelling  the  child.  The  uterus  under  the  influence  of  ergot 
seems  at  times  to  contract  on  the  child,  and  thus  by  its 
continuous  tonic  action  will  speedily  destroy  the  life  of  the 
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child  if  it  be  not  quickly  liberated  from  this  vice-like 
pressure.  "When  its  influence  is  expulsive  I  would  give  it 
a  chance  of  effecting  delivery ;  but  I  would  not  wait  longer 
than  ten  minutes  after  the  uterus  had  become  ergotised 
before  applying  forceps.  If  there  be  any  efficacy  in  pressure 
on  the  fundus  uteri  to  expel  the  child,  this  is  the  kind  of 
case  in  which  it  ought  to  be  useful ;  but  I  place  no  reliance 
on  it  as  an  operation  2^er  se.  I  believe  we  cannot  thus 
squeeze  out  a  child  as  we  express  the  placenta.  I  was  glad 
to  hear  that  at  the  last  meeting  of  the  Society  it  received 
the  condemnation  of  Dr.  Lombe  Atthill.  I  have  heard  this 
manoeuvre  spoken  of  as  '^shoving"  children  out.  We  must 
bear  in  mind  that  while  the  process  of  "  shoving  "  children 
out  is  a  mere  mechanical  proceeding,  yet  the  manipulation 
of  the  fundus  uteri  to  effect  this  will  frequently  act  as  a 
stimulant  to  the  atonic  uterus,  and  cause  it  to  act.  In 
many  patients  with  lax  uterine  tissue  and  a  flabby  state 
of  the  soft  parts  of  the  outlet,  the  child  is  ready  to  drop  out 
without  giving  the  patient  much  warning.  The  second  kind 
of  labour  is  of  an  opposite  character  to  that  just  described. 
This  labour  for  the  most  part  occurs  in  primiparous  women 
who  are  young  and  robust,  in  whom  we  get  a  powerfully 
acting  uterus,  pains  of  a  forcible  expulsive  kind  occurring 
frequently,  and  the  expulsion  of  the  foetus  being  resisted  by 
rigidity  or  tonicity  of  the  soft  parts  of  the  outlet.  In  such  a 
case  we  see  the  head  forcibly  thrust  down  with  each  pain 
on  the  soft  parts  of  the  floor  of  the  pelvis,  distending  the 
perineum  to  the  thinness  of  parchment,  and  yet  it  does  not 
come  through.  On  cessation  of  the  pain  the  head  retreats 
quite  back  into  the  pelvic  cavity,  all  tension  is  relieved,  the 
maternal  soft  parts  are  freed  from  pressure,  and  the  placental 
circulation  is  restored  during  the  interval  between  the  pains. 
Very  many  pains  may  occur  and  a  long  time  elapse  before 
•  the  head  is  protruded,  but  so  long  as  the  utei'us  continues  to 
act  thus  forcibly  and  rhythmically  the  use  of  the  forceps  is 
contra-indicated.  Nature  seems  to  be  admirably  using  a 
force  little  by  little ;  the  progress  of  the  head  is  very  slow, 
but  is  nevertheless  certainly  going  on.     During  all  this  time 
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two  conditions  are  being  brought  about  which  facilitate 
deliverj'^  namely,  relaxation  of  the  rigid  soft  parts  and 
moulding  of  the  foetal  head.  If  a  greater  force  were  applied 
at  one  time,  as  in  delivery  by  forceps,  severe  stretching, 
bruising,  and  tearing  might  reasonably  be  expected.  It 
may,  however,  happen  that  the  powerfully-acting  uterus  in 
the  end  is  unable  to  overcome  the  rigidity  of  the  soft  parts 
of  the  outlet.  "We  are  warned  of  this  approaching  failure 
by  the  pains  becoming  less  forcible  and  occurring  at  longer 
intervals ;  there  is  less  movement  or  progress  of  the  head 
with  each  pain ;  the  uterus,  as  felt  through  the  abdominal 
■wall,  is  becoming  persistently  hard  from  tonic  contraction  ; 
on  making  a  vaginal  examination  the  head  will  be  found 
immovably  arrested  or  impacted ;  the  labour  finally  has 
come  to  a  standstill.  This  is  a  state  of  things  which  ex- 
perience ought  to  teach  us  to  anticipate.  We  ought  not  to 
allow  a  protracted  laborious  labour  to  run  on  to  a  state  of 
dead-lock  ;  sound  judgment  directs  us  to  supplement  the 
failing  powers  of  nature  by  the  timely  use  of  the  forceps 
before  the  breakdown  takes  place.  The  highest  degree  of 
refinement  of  judgment  will  here  manifest  itself  in  directing 
us  when  we  should  use  forceps,  and  the  same  refined 
judgment  will  admonish  us  when  we  ought  not  to  use 
them.  I  not  unfrequently  hear  of  perineums  being  rup- 
tured through  into  the  rectum  by  the  premature  use  of  the 
forceps — misfortunes  which,  I  believe,  would  not  have 
occurred  if  the  cases  had  been  left  to  expectancy.  The  two 
casts  exhibited  represent  in  the  one  case  a  large  round  head 
born  in  a  feeble  lingering  labour,  the  mother  having  had 
fifteen  children  at  full  term.  Ergot  was  given  in  the  second 
stage  of  labour,  which  severely  ergotised  the  uterus,  and 
the  child  was  not  expelled  till  after  it  had  been  squeezed  to 
death.  The  second  one  represents  the  head  of  a  child  ex- 
tremely moulded,  having  been  left  a  long  time  in  a  laborious  ■ 
first  labour,  so  long  as  to  be  fatal  to  the  child,  delivered  by 
forceps.  Doubtless  the  timely  use  of  the  forceps  would 
have  saved  the  lives  of  both  these  children.  One  child  lost 
its  life  by  ergot,  the  other  by  expectancy  too  long  continued. 
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I  will  now  speak  of  the  application  of  forceps  in  the  first 
stage  of  labour,  that  is,  in  a  labour  where  the  factor  of 
difficulty  is  a  tedious  lingering  dilatation  of  the  os  uteri, 
accompanied  by  pressure  on  it  of  the  bag  of  membranes  or 
of  the  presenting  head  itself  when  the  liquor  amnii  is  dis- 
charged. It  is  alleged  that  pressure  of  the  head  on  the  os 
uteri,  especially  after  the  escape  of  the  liquor  amnii,  is  a 
source  of  danger  to  the  life  of  the  child,  and  productive  of 
serious  consequences  to  the  maternal  structures,  if  not  to 
the  life  of  the  mother ;  and  therefore,  to  avoid  these  dangers, 
it  is  desirable,  if  not  absolutely  necessary,  to  eflfect  delivery 
with  forceps  even  where  the  os  uteri  is  only  two  fifths, 
three  fifths,  and  four  fifths  dilated.  The  existence  of  such 
dangers  during  the  first  stage  of  labour  has  not  been  ob- 
served in  my  own  experience.  I  have  never  seen  a  single 
case  of  death  of  either  child  or  mother,  nor  damage  to  the 
maternal  structures,  from  a  protracted  first  stage  of  labour. 
I  am,  of  course,  speaking  of  labours  which  are  otherwise 
natural  excepting  a  rigid  state  of  the  os  uteri.  I  would 
here  observe  that  by  rigidity  of  the  os  uteri  is  meant  that 
condition  of  structure  which  consists  in  mere  physiological 
rigidity  such  as  we  get  in  the  tonicity  of  the  soft  parts  of 
young,  robust  primiparte.  All  structural  diseases  of  the  os 
being  excluded,  we  must  also  omit  that  very  rare  form  of 
difficulty,  trismus  of  the  uterus.  We  must  also  take  great 
care  to  omit  all  other  causes  which  really  belong  to  the 
domain  of  complex  labour.  Let  us,  then,  take  a  simple 
case  of  rigid  or  slowly  dilating  os  uteri,  such  as  we  most 
commonly  see  in  first  labours — say  two  fifths  dilated.  Let 
the  membranes  be  ruptured,  and  then  we  have  the  head 
itself  pressing  on  the  os  with  each  pain,  and  receding  from 
it  when  the  pain  ceases.  The  discharge  of  the  liquor  amnii 
will  necessarily  cause  the  first  stage  of  labour  to  be  pro- 
tracted and  somewhat  more  painful  than  when  the  mem- 
branes are  entire ;  every  practitioner  of  experience  will  be 
prepared  for  this  as  a  natural  consequence.  But  in  such  a 
case  there  is  no  continuous  pressure.  The  uterus  does  not, 
in  the  first  stage  of  labour,  take  on  a  persistent  contraction, 
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as  it  does  when  exhausted  after  a  prolouged  laborious  labour 
in  the  second  stage.  No  impaction  of  the  head  can  happen 
in  connexion  with  the  first  stage  of  labour.  I  am  now  speaking 
of  a  case  where  the  head  is  above  the  brim  at  the  commence- 
ment of  the  first  stage  of  labour.  When  the  head  is  pressed 
down  on  the  os  this  is  gradually  expanded,  the  long  axis  of 
the  uterus  is  shortened,  and  as  the  os  is  drawn  up  over  the 
head  the  head  is  forced  through  the  brim  down  into  the 
cavity  of  the  pelvis.  If  the  whole  pelvis  be  normally 
formed,  the  head  will  always  be  driven  down  on  the  os ;  if, 
however,  the  head  does  not  descend  on  the  os,  but  lodges 
on  the  brim  during  a  pain,  then  we  must  seek  for  some  dis- 
proportion or  other  cause  of  complex  labour.  I  think  it  of 
the  highest  importance  to  keep  up  a  wide  distinction  be- 
tween a  head  above  the  brim  which  does  not  come  down 
because  it  is  obstructed,  in  the  one  case  by  the  brim  itself — 
a  bony  obstruction — and  in  the  other  by  the  rigid  os  and 
lower  segment  of  the  uterus.  By  the  time  the  first  stage  of 
labour  is  completed  in  a  perfectly  natural  labour,  we  may 
take  it  as  a  certain  rule  that  the  head  will  be  down  in  the 
cavity  of  the  pelvis.  If,  when  the  os  is  nearly  fully  dilated, 
the  head  remains  above  the  brim,  we  may  reasonably  expect 
some  complex  form  of  labour,  probably  a  conjugate  con- 
tracted in  a  small  degree.  If  we  elect  to  apply  forceps 
because  the  head  which  is  pressing  on  the  os  does  not  speedily 
or  readily  dilate  it,  it  seems  to  me  that  we  are  not  simply 
assisting  labour,  but  that  we  are  really  anticipating  it,  con- 
verting a  physiological  process  into  a  mere  mechanical  pro- 
ceeding. It  is  actually  a  forced  kind  of  delivery,  such  as  we 
are  at  times  obliged  to  have  recourse  to  in  certain  complex 
labours  attended  with  imminent  danger  to  the  life  of  the 
mother.  In  such  cases  I  have  frequently  seen  the  os  uteri 
and  head  dragged  down  together,  so  that  the  rim  of  the  os 
has  been  seen  at  the  vulva.  Dr.  Lombe  Atthill  mentioned 
at  the  last  meeting  of  the  Society  three  highly  instructive 
cases;  the  first  showing  what  may  be  done  in  the  hands  of  a 
skilful  and  experienced  operator;  the  second  the  damage 
done,  even  to  the  destruction  of  the  mother^s  life;  and  the 
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third  in  which  he  desisted  in  his  efforts  to  deliver  through  a 
fear  of  lacerating  the  os^  and  the  child  was  born  naturally 
eight  hours  after — a  triumph  of  expectancy.  Dr.  Collins, 
in  his  'Practical  Midwifery^  (p.  16),  has  made  an  observa- 
tion which  is  in  accordance  with  my  own  experience,  namely, 
that  the  death  of  the  child,  as  a  rule,  precedes  injury  to  the 
maternal  structures,  so  that  whenever  a  child,  by  stetho- 
scopic  examination,  is  found  to  be  alive,  we  may  take  this 
fact  as  presumptive  evidence  of  the  safety  of  the  maternal 
structures.  In  12,000  cases  in  the  Royal  Maternity  Charity, 
though  I  have  seen  several  cases  of  children  stillborn  from 
protracted  labour,  not  one  case  of  sloughing,  or  even  severe 
inflammation,  of  the  maternal  structures  has  occurred.  It 
is  said  by  some  of  those  who  advocate  the  frequent  use  of 
the  forceps  in  the  first  stage  of  labour  that  the  instrument 
should  only  be  used  when  the  os  is  dilatable;  it  seems, 
therefore,  that  the  forceps  are  employed  in  cases  where  no 
necessity  exists  for  their  use,  for  the  head  pressing  on  a 
dilatable  os  will  soon  expand  it.  There  is  a  class  of  cases 
belonging  to  neither  feeble  lingering  labour  nor  to  the  ex- 
hausted condition  of  laborious  labour,  such  as  we  see  in  very 
nervous  women,  whom  it  is  desirable  to  deliver  by  forceps. 
Such  women  bear  their  pains  badly ;  they  are  unskilful  in 
their  efforts  to  assist  the  uterine  force  by  their  voluntary 
efforts;  on  the  contrary,  they  do  all  they  can  to  retard 
delivery  by  screwing  themselves  into  attitudes  unfavorable 
for  delivery.  It  is  good  practice  to  place  such  women  under 
the  influence  of  chloroform,  and  deliver  them  with  forceps, 
provided  there  be  no  contra-indications.  In  the  prolonged 
first  stage  of  labour,  caused  by  rigidity  of  the  os,  when  the 
patient  is  wearied  and  fatigued  (not  exhausted,  for  the  term 
"exhaustion'^  is  here  continually  misused),  my  practice  has 
been  to  give  opium  or  repeated  small  doses  of  chloral,  or  to 
use  the  inhalation  of  chloroform  to  a  mild  extent,  witli  a 
view  of  procuring  rest,  giving,  at  the  same  time,  easily 
digestible  nourishment.  It  is  also  important  to  assure  the 
surrounding  friends  of  the  safety  of  such  a  labour,  though  it 
will,  of  necessity,  be  protracted,  and  thus  save  the  patient 
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from  their  incessant  worry  and  importunities  that  something 
should  be  done  to  deliver  the  patient  forthwith.  I  will  now 
refer  to  the  frequent  use  of  the  forceps  in  ordinary  practice, 
such  as  we  know  to  be  a  custom  of  the  present  time.  Many 
practitioners  are  in  the  habit  of  taking  forceps  with  them  to 
every  case  of  midwifery  to  which  they  are  called,  and  when- 
ever any  delay  takes  place  the  forceps  are  forthwith  applied 
without  the  existence  of  any  factors  of  difficulty.  The  in- 
strument cannot  be  said  to  be  used  in  such  cases  in  the 
interest  of  either  mother  or  child  ;  the  best  that  can  be  said 
in  favour  of  such  practice  is,  that  it  diminishes  the  duration 
of  maternal  suffering;  and  this  it  may  do,  but  against  this 
diminution  of  prolonged  suffering  of  a  slight  kind  we  must 
place  the  intense  pain  of  rapid  delivery  by  forceps,  the  risk 
of  injury,  post-partum  heemorrhage,  trouble  with  the  placenta, 
and  the  after  effects  of  subinvolution  caused  by  not  allowing 
the  uterus  to  do  its  own  work.  I  cannot  help  thinking  that 
much  of  the  gynaecological  work  of  the  present  day  results 
from  this  frequent  interference  with  the  natural  functions 
of  the  uterus  in  childbirth.  We  must  all  have  observed 
the  good  gettings  up  of  women  who  have  gone  through 
severely  laborious  labours,  probably  a  consequence  of 
vigorous  uterine  action  tending  to  produce  good  involution. 
The  remarks  of  Dr.  McClintock  on  the  question  of  the  fre- 
quent use  of  the  forceps  in  ordinary  midwifery  practice,  in 
one  of  his  annotations  in  editing  Sraellie's  works  (vol.  i, 
p.  271),  are  so  excellent  that  I  cannot  forbear  quoting  them. 
He  says  :  "I  can  well  understand  that,  provided  this  power- 
ful agent  be  employed  by  skilful  hands  under  the  direction 
of  experienced  heads,  it  may  be  employed  at  the  rate  of  one 
in  ten  with  perfect  safety  to  mother  and  child,  and  with 
great  saving  of  pain  to  the  former  and  of  time  to  the 
operator.  But  I  maintain  that  more  than  two  thirds  of  the 
patients  so  delivered  would  have  fared  just  as  well  had  no 
instrumental  assistance  whatever  been  given.  In  simply 
tedious  labours,  the  exact  time  at  which  the  forceps  may  be 
advantageously  interposed  must  depend  a  good  deal  on  the 
operator ;  the  risk  from  the  instrument  being  so  much  less 
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with  a  good  than  with  a  bad  operator.  The  former  need  not 
wait  so  long  for  a  natural  termination  as  the  unskilful  should 
do.  Moreover^  we  should  never  forget  that  the  practica- 
bility of  using  or  applying  the  instrument  is  totally  different 
and  distinct  from  the  advisability  of  doing  so."  Also,  in 
speaking  of  the  use  of  forceps  in  the  first  stage  of  labour,  he 
says :  '^  But  its  employment  under  these  circumstances  is 
quite  exceptional,  and  can  only  he  regarded  as  a  resource  of 
which  a  skilful  operator  may  avail  himself  in  cases  of  ex- 
treme urgency.^' 

I  do  not  see,  then,  how  we  can  say  that  the  rate  of  mortality 
is  diminished  by  the  use  of  the  forceps  ;  on  the  contrary,  I 
think  it  is  much  increased.  The  first  thing  that  would  strike 
one  is  that  the  mortality  was  increased  by  the  frequent  use 
of  the  forceps  in  the  first  stage.  But,  singularly  enough, 
that  is  not  so ;  for  in  the  752  cases  recorded,  the  death-rate 
was  1  in  13  ;  and  in  the  169  cases  where  the  os  uteri  was  two 
fifths,  three  fifths,  or  four  fifths  dilated,  there  were  only  9 
deaths,  or  1  in  19  ;  so  that  the  deaths  where  the  forceps 
were  applied  in  the  first  stage  of  labour  are  not  in  so  great  a 
ratio  as  where  the  forceps  were  applied  in  the  second  stage. 
Dr.  Johnston  states  that  he  never  uses  the  forceps  unless 
there  is  imminent  danger  to  the  mother  or  child,  and  that  he 
always  used  them  to  prevent  sloughing.  He  says,  at  page  13 
of  his  own  report,  that  there  were  eight  cases  of  sloughing  of 
the  perineum,  and  that  he  did  not  allow  labour  tobe  prolonged 
so  far  as  to  produce  any  of  the  symptoms  indicative  of  vaginal 
inflammation,  considering  it  to  be  safer  to  interfere  before 
such  should  appear.  Whence  came  the  sloughing?  I  can 
only  say  that  I  have  attended  12,000  cases,  and  I  have  not  seen 
one  case  of  sloughing ;  and  Dr.  Collins,  who  had  attended 
16,000  cases,  had  only  seen  one  case  of  sloughing. 

I  hold  in  my  hand  a  statistical  account  of  the  deliveries 
'in  the  Eastern  Division   of  the  Eoyal  Maternity  Charity, 
London,  during  the  years  1875-76-77-78. 

I   succeeded   the  late   Dr.  Phillips,  as  physician  to  the 
Eastern  Division  of  the  Royal  Maternity  Charity,  in  April, 
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1874 ;  and  as  the  Charity's  year  commences  in  December, 
the  year  1874  was  to  me  a  broken  one.  Having  been  sud- 
denly called  to  the  work  of  the  Charity,  my  notes  for 
that  year  are  not  so  reliable  as  I  could  wish.  The  whole 
number  of  cases  which  have  been  attended  in  the  Eastern 
Division  of  the  Charity,  from  the  time  of  my  appointment 
up  to  the  present  date,  amount  to  about  12,000 ;  but  I  shall 
only  take  the  four  complete  years  mentioned.  In  this 
period  the  deliveries  amount  to  9389. 

The  table  gives  the  total  number  of  deliveries — total 
number  of  forceps  cases — total  number  of  foetal  deaths  in 
forceps  cases — total  number  of  maternal  deaths  with  forceps 
— total  number  of  craniotomy  or  cephalotripsy  cases,  with 
total  number  of  deaths  in  these  operations — total  number 
of  still  births  in  total  deliveries — total  number  of  maternal 
deaths  from  all  causes. 
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In  all  the  80  eases  in  which  forceps  were  used,  some  well 
marked  factors  of  difficulty  were  indicated  ;  as,  atony  of  the 
uterus  in  women  who  had  borne  many  children,  whose 
abdominal  walls  were  lax,  giving  rise  to  obliquity  of  the 
uterus — the  uterine  and  auxiliary  forces  of  labour  being 
feeble — prolapse  of  the  funis — cases  rendered  lingering  by 
the  child  being  dead — placenta  prsevia  and  accidental 
haemorrhage — convulsions — contracted  conjugate  or  some 
kind  of  malformed  pelvis — large  children,  with  large  and 
hardly  ossified  heads — some  few  cases  of  laborious  labour 
produced  by  rigidity  of  the  soft  parts  of  the  outlet  of  the 
pelvis — arrest  of  head  from  any  cause,  as  disproportion 
between  head  and  pelvis — malposition  of  head. 
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The  forceps  were  never  used  iu  the  first  stage  of  hibour, 
except  in  a  very  few  cases,  where  there  existed  urgent 
symptoms  which  indicated  immediate  danger  to  the  life  of 
the  mother  or  child,  as  in  complex  labours.  They  were 
never  used  in  the  first  stage  of  labour  for  simple  rigidity 
of  the  OS  uteri  in  labour  otherwise  natural.  Of  the  80 
children  delivered  by  forceps  63  were  born  alive — 17  were 
dead. 

Of  the  80  women  delivered  by  forceps,  7  only  were  primi- 
parse. 

Only  two  maternal  deaths  occurred  after  forceps  de- 
livery. One  was  moribund  at  the  time  of  delivery.  Dr. 
Burchell  was  present  with  me.  The  patient  had  always 
had  difficult  labours ;  her  moribund  condition  was  from 
hEemorrhage,  probably  of  the  accidental  kind ;  but  she  had 
a  large  thrombus  of  the  labium  which  had  ruptured,  and 
from  which  there  had  been  profuse  bleeding.  The  second 
death  occurred  in  a  primipara  with  a  contracted  conjugate. 
She  was  a  half-witted  person.  I  had  seen  her  at  eleven 
in  the  morning,  but  did  not  observe  any  indications  for 
immediate  delivery,  though  I  believed  she  would  not  be 
delivered  naturally.  I  made  an  appointment  with  a  friend 
to  see  her  with  me  in  three  hours,  that  he  might  assist  me 
by  giving  chloroform,  if  I  should  determine  to  deliver  by 
forceps.  Unfortunately,  my  friend  was  unable  to  attend,  so 
I  attempted  to  deliver  with  forceps  without  chloroform. 
The  head  was  arrested  in  the  brim ;  os  nearly  fully  dilated ; 
I  could  feel  the  edge  of  it  between  the  foetal  head  and  walls 
of  the  pelvic  brim.  On  making  traction,  the  patient  jumped 
up  on  her  knees  and  sat  down  on  the  forceps,  producing  a 
severe  laceration  of  the  cervix  posteriorly.  This,  however, 
did  not  extend  into  the  rectum  or  peritoneal  cavity.  I  then 
gave  her  chloroform,  re-applied  the  forceps,  and  delivered 
her  of  a  living  child.  The  wound  became  inflamed,  and  she 
died  of  septicsemia  thirteen  days  after  delivery. 

Thirteen  women  were  delivered  by  craniotomy  or  cepha- 
lotripsy.  Of  the  children,  2  were  alive  and  11  dead  at  the 
time  of  the  operation. 
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The  followiug  table  will  at  once  afford  a  comparisou  of  the 
practice,  with  its  results  generally,  as  carried  out  by  Dr. 
Johnston  and  Dr.  Collins,  during  their  masterships  of  the 
Rotunda  Lying-in  Hospital,  and  by  myself,  in  the  Eastern 
Division  of  tlie  Royal  Maternity  Charity.  This  comparison 
is  interesting,  not  only  generally  but  particularly  because  we 
have  three  sets  of  cases  conducted  under  different  modes  of 
practice  as  regards  the  use  of  forceps.  Dr.  Johnston's  practice 
representing  a  high  rate  of  forceps  use,  that  of  Dr.  Collins' 
a  low  rate,  and  that  of  the  Eastern  Division  of  the  Royal 
Maternity  Charity  an  intermediate  one  : 
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Rate  at  which  forceps  were  used  in  total  deliveries. 

Dr.  Johnston.     Rotunda About  1  in    10 

Dr.  Roper.           Eastern  Division  of  Royal  Maternity  Charity        „      1  in  117 
Dr.  Collins.         Rotunda „      1  in  608 


*  In  Dr.  Johnston's  752  forceps  cases  one  child  only  is  given  for  each  case. 
In  752  cases  a  fair  proportion  of  twins  would  be  about  10.  What  was  the 
result  to  these  10  children  ?  If  stillborn  they  would,  in  752  deliveries,  con- 
stitute an  additional  mortality  of  about  1-5  per  cent,  not  accounted  for. 

t  60  children  died  soon  after  delivery. 

X  Calculated  at  the  rate  of  61  per  cent. 
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Rate  of  foetal  deaths  in  forceps  cases. 

Dr.  Johnston.     Rotunda , About  1  in  14 

Dr.  Roper.          Eastern  Division  of  Royal  Maternity  Charity         „      1  in    4| 
Dr.  Collins.         Rotunda „      1  in    3 

Rate  of  maternal  deaths  in  forceps  cases. 

Dr.  Johnston.     Rotunda , About  1  in    13 

Dr.  Roper.           Eastern  Division  of  Royal  Maternity  Charity         „      1  in    40 
Dr.  Collins.         Rotunda „      1  in      6 

Rate  of  craniotomy  or  cephalotripsij  in  total  deliveries. 

Dr.  Johnston.     Rotunda About  1  in  281 

Dr.  Roper.          Eastern  Division  of  Royal  Maternity  Charity         „      1  in  722 
Dr.  Collins.        Rotunda „      1  in  208 

Rate  of  total  still  births  in  total  deliveries. 

Dr.  Johnston.     Rotunda About  1  in    17 

Dr.  Roper.          Eastern  Division  of  Royal  Maternity  Charity         „      1  in    31 
Dr.  Collins.         Rotunda , „      1  in    15 

Rate  of  total  maternal  deaths  from  all  causes  to  total 
deliveries. 

Dr.  Johnston.     Rotunda About  1  in    47 

Dr.  Roper,          Eastern  Division  of  Royal  Maternity  Charity         „      1  in  293 
Dr.  Collins.  J     Rotunda „      1  in  100 

It  has  generally  been  believed  that  maternal  mortality  in 
lying-in  hospitals  is  greater  than  in  extern  maternity 
charities^  in  consequence  of  the  frequent  prevalence,  either 
endemicaliy  or  epidemically,  of  puerperal  diseases  in  the 
former,  caused  by  large  numbers  of  puerperal  women  being 
congregated  in  the  same  building. 

On  the  other  hand,  it  has  been  said  that  an  extern 
maternity  charity  enjoys  comparative  immunity  from  endemic 
or  epidemic  puerperal  diseases,  and  has  a  low  rate  of  maternal 
mortality,  as  s.  consequence  of  the  women  being  attended 
separately  at  their  own  homes. 

In  comparing  the  mortality  under  these  two  systems,  it  is 
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desirable  to  consider  the  circumstances  which  are  favorable 
or  otherwise  in  both  cases.  In  a  well-conducted  lying-in 
hospital  the  surroundings  of  a  patient  are  highly  favorable 
to  her  well  doing,  as  compared  with  the  circumstances  of  a 
poor  woman  attended  at  her  own  home.  On  these  two 
points  I  cannot  do  better  than  quote  Dr.  Johnston's  own 
remarks/^'"  he  says,  ''  It  could  not  be  admitted  that  zymotic 
disease  (puerperal  fever)  prevailed  endemically  in  hospitals 
generally,  although  we  have  no  hesitation  in  allowing  that  it 
may  appear  occasionally  in  those  which  may  be  ill-ventilated 
or  overcrowded,  and  that  it  was  injustice  to  put  forward  the 
dogma,  that  where  puerperal  fever  is  epidemic  it  shows  itself 
generally  in  our  great  maternity  hospitals  in  the  first  instance. 
Such,  I  maintain,  is  not  the  ease.  On  the  contrary,  how 
frequently  have  we  known  it  prevailing  in  other  quarters, 
amongst  patients  confined  in  their  own  houses,  even  among 
the  affluent,  wdien  the  hospital  was  exempt  from  sickness. 
Nay,  how  much  rather  should  we  look  for  these  diseases  in 
the  localities  from  wdience  those  seeking  admission  emanate 
— in  the  narrow,  filthy,  unswept  streets  and  alleys,  in  too 
many  instances  reeking  with  the  pestilential  effluvia  of  half- 
putrid  offal  or  ordure,  which  by  imperfect  sewage,  or  no 
sewage  at  all,  allows  the  noxious  gases  escaping  therefrom 
to  pervade  the  overcrowded,  small,  unwashed,  ill-ventilated 
apartments ;  their  bedding — if  possessed  of  such  a  luxury — 
saturated  with  filth  and  dirt;  the  unfortunate  occupants 
requently  in  a  weak,  emaciated  state,  from  want,  penury, 
starvation,  and  disease,  in  fact,  everything  tending  to  pro- 
duce a  poison  which  cannot  be  otherwise  than  injurious,  and 
most  likely  to  engender  the  malady  we  have  all  of  us  so 
much  reason  to  fear.  Contrast  those  miserable  dwellings 
with  the  large,  lofty,  and  airy  wards  of  our  institution, 
where  perfect  thorough  ventilation  is  observed;  where  the 
patients  are  not  crowded  together,  but  ample  cubic  space  of 
air  is  allowed  for  each ;  where  the  strictest  cleanliness  in 
every  manner  is  maintained,  and  every  attention  is  paid  to 

*  '  Clinical  Report  of  the  Kotunda  Lj  ing-iu-Hospital/  for  the  year  ending 
5th  November,  1869. 
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tlieir  wauts  and  ^ell  being,  by  liberal  diet,  beef  tea,  wine, 
&c.  It  is  not  reasonable  to  come  to  the  conclusion  that 
instead  of  the  hospital  being  the  habitat  for  zymotic  disease, 
it  should  rather  be  attributed  to  the  wretched  abodes  of 
those  poor  creatures  who  seek  its  shelter."  Notwithstanding 
all  these  advantages  in  favour  of  the  Rotundia  patients,  it  is 
evident  that  a  large  maternal  mortality  has  occurred  during 
Dr.  Johnston's  mastership  of  the  Rotunda.  That  this  large 
mortality  did  not  arise  from  hospitalism  or  the  epidemic 
prevalence  of  puerperal  disease  is  also  evident.  Dr.  Johnston 
endeavours  to  account  for  it  by  considering  it  as  a  conse- 
quence of  the  patients  coming  from  the  miserable  homes 
which  he  has  described,  where  zymotic  diseases  were  then 
prevalent.  The  patients  when  admitted  were  suffering  from 
the  enfeebling  influences  of  poverty  and  disease;  and  he 
implies  that  much  zymotic  disease  was  thus  brought  into  the 
hospital,  but  that  it  did  not  originate  therein.  On  looking 
over  the  causes  of  the  maternal  deaths  of  those  who  died  in 
the  hospital,  one  fails  to  discover  that  these  patients  died  of 
the  true  zymotic  diseases — the  diseases  which  caused  death 
seem  to  be  of  the  ordinary  puerperal  kinds.  Be  this  as  it 
may,  the  patients  when  admitted  into  the  Rotunda  were  at 
once  placed  under  circumstances  as  favorable  as  could  be 
for  their  well  doing.  On  the  other  hand,  take  the  patients 
of  the  Eastern  Division  of  the  Royal  Maternity  Charity, 
living  in  the  courts,  alleys,  and  narrow  streets  of  Spitalfields, 
Shoreditch,  Whitechapel,  Ratcliff  Highway,  Bethnal  Green, 
the  poor  parts  of  Hackney,  Homerton,  Bromley,  Bow, 
Hoxton,  Stepney — many  of  these  places  containing  small 
colonies  of  the  low  class  of  Irish,  the  whole  of  the  low  Jewish 
population,  English  and  foreign.  They  not  only  ordinarily 
live  under  the  worst  of  hygienic  conditions,  and  in  the  fre- 
quent presence  of  some  kind  of  zymotic  disease,  but  they  are 
also  delivered  and  spend  the  puerperal  perio  •  there,  and  are 
thus  left  exposed  to  these  adverse  influences  inm  which  the 
patients  of  the  Rotunda  are  removed  during  the  puerperal 
period.  It  is  of  constant  occurrence  that  several  children — 
a  whole  family — are  sleeping  in  the  lying-in  room ;   and  in 
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the  same  house,  if  not  in  the  same  family,  there  may  be 
measles,  scarlatina,  typhus  or  typhoid  fever.  During  the 
past  winter,  in  consequence  of  commercial  depression,  the 
poverty  of  many  of  the  patients  of  the  Eastern  Division  of 
Royal  Maternity  has  been  dreadful  to  witness ;  a  constant 
complaint  has  been  made — "  I  have  been  kept  low  lately, 
my  husband  has  been  out  of  work  for  many  weeks/'  How 
the  poor  creatures  exist  and  get  through  their  troubles 
under  such  adverse  circumstances  has  often  struck  me  as 
marvellous.  The  conditions  under  which  the  patients  of  the 
Rotunda  and  those  of  the  Royal  Maternity  are  delivered  in 
respect  of  hygiene,  nursing,  and  care,  seem  to  be  greatly  iu 
favour  of  the  Rotunda.  Dr.  Galabin  has  given  in  a  paper'^ 
"  On  the  Effects  of  a  Frequent  Use  of  Forceps  upon  Foetal 
and  JNIaternal  Mortality," — a  reason  for  a  low  rate  of 
maternal  mortality  in  the  Royal  Maternity  Charity.  He 
says : — "  It  has  been  stated  lately  by  Dr.  Barnes,  formerly 
physician  to  this  Charity,  in  reference  to  the  advantage  or 
otherwise  of  employing  midwives,  that  many  difficult  cases 
are  told  off  beforehand  to  medical  men,  and  that  premature 
births  are  almost  entirely  excluded."  The  first  statement 
does  not  apply  to  the  present  management  of  the  Charity. 
So  far  from  the  difficult  cases  being  told  off  beforehand  to 
medical  men,  this  is  not  the  present  custom,  nor  has  it  been 
during  my  tenure  of  office.  Whenever  a  difficult  case  has 
happened,  an  explanation  has  always  been  made  to  the 
patient  or  her  friends,  as  to  the  precautions  to  be  observed 
in  a  future  labour.  As  a  result  of  this  advice,  during  my 
term  of  office  I  have  delivered  many  women  twice  and  three 
times  under  difficulties,  for  example,  craniotomy  twice  in 
the  same  woman,  in  her  third  pregnancy  induction  of 
premature  labour.  One  woman  with  contracted  conjugate 
has  been  delivered  four  times  by  version,  and  another  three 
times.  One  of  these  women  had  been  delivered  by  Dr. 
Barnes  years  ago  when  he  was  physician  to  the  Charity,  and 
the  other  by  the  late  Dr.  Phillips.  "With  regard  to  the  state- 
ment "  that  premature  births  are  almost  entirely  excluded,^' 
*  '  Obstetrical  Journal  of  Great  Britain  and  Ireland/  December,  1877. 
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I  think  there  must  be  some  error.  The  midwives'  tickets 
are  not  given  out  to  the  patients  as  a  rule  till  they  are  four 
or  five  months  advanced  in  pregnancy,  and  when  an  applica- 
tion is  made  to  attend  the  patient,  the  midwife  is  required 
to  enter  the  case  in  her  delivery  book ;  she  is  paid  so  much 
per  case ;  whether  the  case  takes  place  prematurely  or  at  full 
term  makes  no  difference.  She  is  therefore  not  likely  to 
omit  entering  a  premature  case ;  if  she  did  she  would  be 
depriving  herself  of  her  fee,  which  she  is  not  likely  to  do. 
The  delivery  books  continually  show  in  the  returns,  "  still- 
born,  premature.''^  These  premature  still  Wrths  are  always 
calculated  in  the  total  foetal  mortality. 

One  class  of  cases  tells  unfavorably  for  the  Rotunda  in 
its  maternal  and  fostal  mortality,  viz.  the  large  number  of 
primiparse  it  receives;  thus,  in  Dr.  Collins'  16,414  deliveries, 
4969  Avere  cases  of  primiparse.  A  large  number  of  primi- 
parous  cases  will  doubtless  lead  to  large  mortality,  both 
foetal  and  maternal.  In  the  Royal  Maternity  Charity  only 
married  women  are  attended,  and  consequently  there  are 
fewer  primiparous  cases.  In  all  other  respects  the  patients 
of  the  Royal  Maternity  are  unselected. 

Whatever  may  be  said  against  the  comparison  of  the 
systems  of  intern  and  extern  maternities,  this  objection 
cannot  be  made  against  Dr.  Collins'  cases  as  against  Dr. 
Johnston's,  for  both  sets  of  cases  occurred  in  the  same 
hospital.  There  was,  however,  this  disadvantage  on  the 
side  of  Dr.  Collins',  viz.  that  puerperal  fever  was  epidemic 
in  the  Rotunda  in  the  winter,  1828-9,  during  which  period 
88  patients  took  the  disease,  56  of  whom  died.  Dr.  Johnston 
had  no  epidemic.  During  Dr.  Collins'  seven  years  of  office, 
the  number  (16,414)  of  women  delivered  was  more  than 
twice  as  great  as  Dr.  Johnston's  number  (7862)  delivered 
during  his  seven  years  of  mastership,  from  which  we  may 
infer  that  the  hospital  was  greatly  overcrowded  in  Dr. 
Collins'  time,  and  not  in  Dr.  Johnston's.  In  reference  to 
the  great  maternal  mortality  of  Dr.  Johnstone's  practice, 
double  that  of  Dr.  Collins',  and  six  times  greater  than  that 
of  the  Eastern  Division  of  the  Royal  Maternity,  London,  we 
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must  seek  some  other  causes  than  the  importation  of  z\'motic 
disease  from  without,  or  the  poverty  of  the  patients — many 
being  single^  seduced  and  fretting.  From  these  alleged 
general  causes  of  fatality  we  must  investigate  the  causes 
leading  to  deaths  in  individual  cases. 

I  feel  that  it  is  necessary  for  me  to  compliment  Dr.  Barnes 
on  the  able  manner  in  which  he  has  brought  this  important 
subject  before  the  Society  ;  nor  can  I  conclude  my  remarks 
without  expressing  my  thanks  to  Dr.  George  Johnston  for 
the  publication  of  his  practice  and  its  results,  and  in  this  I 
believe  every  Fellow  of  the  Society  will  join  me.  I  can, 
however,  only  regard  his  practice  as  a  great  experiment, 
carried  out  with  a  view  to  demonstrate  that  the  frequent  use 
of  the  forceps  tends  to  save  both  foetal  and  maternal  life  in 
childbirth ;  but  in  its  results  the  experiment  has  failed  to 
prove  that  it  has  this  fortunate  tendency. 

Dr.  Braxton  Hicks. — I  should  not  have  risen  to  speak 
on  this  subject  had  not  our  alma  mater  called  upon  us  indi- 
vidually to  express  our  opinion  upon  it;  the  more  so  as  I 
have  already  written  some  remarks,  which  will  be  found  in 
the  '  Transactions  of  the  Obstetrical  Society  '  for  1867,  on  the 
condition  of  the  uterus  in  obstructed  labour,  and  an  inquiry 
into  what  is  intended  by  the  terms  "cessation  of  labour 
pains,''  '•  powerless  labour,"  and  "  exhaustion  ;  "  and  there 
is  also  a  lecture  of  mine  published  in  the  Medical  Times 
five  or  six  years  ago,  putting  the  matter  more  simply  for  the 
benefit  of  my  students.  "We  may  look  upon  these  matters 
from  two  points  of  view.  First  there  is  the  general  prac- 
titioner's view,  the  view  of  those  who  attend  upon  ordinary 
labour  cases  ;  and  then  there  is  a  view  of  those  who  are  not 
called  in  until  after  a  labour  has  progressed  for  a  long  time. 
If  we  look  at  these  cases  in  our  own  particular  way,  we  who 
are  called  in  consultation  are  apt  perhaps  to  over-rate  the 
numerical  frequency  of  the  severe  cases,  while  others  are 
perhaps  a  little  inclined  to  underrate  them.  It  is  by  bringing 
us  together  and  hearing  our  different  opinions  that  something 
like  a  reasonable  conclusion  can  be  arrived  at.     I  think  it 
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will  be  the  better  plan  to  take  the  line  which  is  indicated  in 
the  precis  for  our  argument  or  discussion.  I  will  first  refer 
to  two  alternatives  not  mentioned  in  the  precis,  chloroform 
and  turning.  It  sometimes  happens,  when  a  woman  must 
be  delivered,  and  we  have  no  instrument  at  hand,  that 
turning  is  efficacious  and  successful.  With  regard  to  chlo- 
roform, it  will  appear  from  what  I  am  going  to  say,  how 
far  it  will  assist  and  be  a  real  alternative.  There  are  two 
questions  asked.  One  of  these  is,  i3oes  lingering  labour 
occur  so  as  to  entail  danger  to  the  mother  and  child  during 
the  first  stage  of  labour?  I  would  simply  answer,  Yes, 
unquestionably,  I  have  seen  a  considerable  number  of 
women — more  than  I  should  like  to  see  again — who  have 
been  sacrificed  because  the  foetus  has  been  detained  in  ufero ; 
there  has  been  trismus  of  the  uterus,  and  the  foetus  has  been 
held  in,  when  the  woman  might  have  been  delivered  with 
facility.  The  other  is  the  application  of  the  forceps  neces- 
sary or  useful  before  dilatation  of  the  cervix  ?  Certainly.  How 
often  is  a  matter  of  further  consideration,  but  that  there  is  a 
necessity  sometimes  cannot  be  doubted.  Cases  rise  before 
my  mind  which  are  examples  of  this,  but  I  will  only  answer 
the  question  in  the  affirmative.  If  I  could  not  have  answered 
it  in  the  affirmative,  I  could  not  have  gone  into  the  discussion 
of  the  other  propositions,  the  second  and  the  third,  I  take 
those  first  because  they  embrace  simpler  conditions,  and  the 
others  will  almost  be  answered  by  the  time  I  have  finished 
the  second  and  third.  We  have  two  propositions  put  into 
one.  "  In  lingering  labour  when  the  head  is  engaged  in  the 
pelvic  brim,  and  when  it  is  known  that  the  pelvis  is  well 
formed,  the  forceps  is  better  than  its  alternatives.^'  It  is 
impossible  to  discuss  a  question  like  this  without  going  more 
specifically  into  the  causations  of  lingering  labour.  I  have 
been  forestalled  by  what  has  been  said  by  Dr.  Roper,  or 
rather  I  have  forestalled  him,  because  in  the  publication  to 
which  I  have  referred  you  will  see  the  whole  thing  stated. 
There  are  two  typical,  opposite  conditions  of  labour.  Before 
we  discuss  them  it  will  be  better  to  inquire  what  are  the 
difficulties  in  the  first  stage  of  labour,  and  where  they  lie. 
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They  are  very  few  indeed.  There  is  inertia  of  the  uterus, 
and  there  is  the  overaetion  or  trismus  of  the  uterus,  and  there 
are  intermcdi^itc  conditions  between  these.  Then  there  is 
spasm  of  the  lower  segment  of  the  uterus  almost  akin  to  the 
other,  and  of  the  os  uteri,  the  lower  part  of  the  uterus. 
Then  we  have  slight  obliquities  of  the  uterus  which  interfere 
with  the  progress  of  the  child.  Then  sometimes  the  child 
gets  a  little  doubled  up,  and  cannot  descend ;  the  uterus  does 
not  act  upon  it  sufficiently.  Sometimes  we  have  a  toughness 
of  the  membranes  as  a  cause  of  detention.  When  we  know 
what  is  likely  to  occur  in  the  first  stage,  limited  as  we  are 
to  discussing  the  faults  of  the  uterus,  we  can  pretty  clearly 
argue  on  the  whole  matter. 

First,  we  have  the  condition  of  the  uterus  as  a  motor 
power.  There  is  a  deficient  action^  a  slow  opening  of  the  os 
uteri,  long  intervals,  perhaps  many  hours,  between  the  con- 
tractions of  the  uterus ;  the  liquor  amnii  may  or  may  not  be 
discharged ;  it  generally  is  discharged  in  more  prolonged  cases. 
Now,  as  long  as  cases  go  on  like  that,  Ave  shall  agree  that  there 
is  no  reason  for  any  interference.  If  you  do  interfere  you 
may  have  an  atonic  uterus  after  delivery,  non-expulsion  of 
the  placenta,  and  perhaps  post-partum  haemorrhage.  In 
these  cases  length  of  time  is  not  of  the  smallest  consequence. 
As  I  have  pointed  out  in  my  paper,  it  is  important  to  under- 
stand that  death  is  not  likely  to  occur  in  a  woman  from 
simple  detention  in  the  first  stage,  so  long  as  the  pulse  is 
not  rising.  The  only  condition  in  which  we  might  make  an 
exception  is  where  the  foetus  has  been  already  dead  before 
labour  has  set  in ;  the  liquor  amnii  has  escaped,  the  fcetus  is 
decomposed,  and  the  patients  get  into  a  puerperal  septicsemic 
condition,  which  may  go  on,  without  expulsive  pains,  to 
death.  But  that  is  a  very  rare  condition.  Of  course  there 
is  the  case  of  cicatrization  of  the  os  uteri,  but  we  are  not  per- 
mitted to  discuss  that  now.  In  the  cases  to  which  I  have 
referred  we  do  not  go  about  in  fear  and  dread  that  the 
patient  will  die  of  exhaustion.  I  have  never  seen  it,  and 
do  not  think  anybody  else  has.  As  to  the  condition  of  trismus, 
J  have  related  the  symptoms  of  it  in  my  paper.     The  uterus 
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is  tightly  round  the  child ;  there  is  no  flaccidity  about  it ; 
there  is  no  dulness  outside  the  foetal  shape ;  the  foetus  is 
fixed;  you  cannot  move  it  about.  It  is  a  thing  to  be  easily 
made  out  if  you  are  careful  in  examination,  and  not  too  much 
in  a  hufly  to  take  your  hand  off  the  uterus.  It  is  very  im- 
portant to  recognise  the  first  stage  of  this,  because  it  is  upon 
the  supervention  of  the  first  stage  that  we  are  necessitated 
to  act.  When  the  uterus  distinctly  takes  this  particular 
form  of  action  it  is  very  seldom  that  you  get  the  foetus 
expelled  by  natural  efforts.  These  cases  are  not  so  un- 
common as  you  suppose.  They  show  themselves  not  so 
much  in  the  first  as  in  the  second  stage. 

It  is  in  the  second  stage,  I  believe,  that  the  difificulties 
of  the  first  stage  accumulate,  and  which  might  have  been 
avoided.  The  uterus  begins  to  be  continuously  contracted 
between  the  pains;  the  pains  do  not  go  off,  and  the  con- 
traction passes  into  the  interval.  When  that  begins  the 
time  for  action  has  arrived.  It  is  possible  that  by  the  use 
of  a  little  chloroform  (not  too  much  or  there  will  be  no 
action  from  behind)  you  may  ease  the  contraction,  or  you 
may  by  small  doses  of  opium,  frequently  repeated,  get  that 
state  of  irritability  to  subside.  Or  you  might  try  the  milder 
alternative  of  expression.  Certainly,  as  a  general  rule,  you 
would  not  use  the  alternative  of  ergot.  If  you  begin  to  use 
ergot  in  the  early  stages  when  the  os  uteri  happens  to  be  a 
little  tight,  and  the  uterus  not  prepared  for  the  expulsion 
of  the  child^s  head,  you  will  have  this  very  irritable  condition 
brought  on  by  the  action  of  the  ergot,  and  there  is  nothing 
more  dangerous.  I  have  been  called  in  to  numerous  cases 
in  which  ergot  has  been  given  because  the  practitioner  has 
not  distinguished  between  the  total  inertia  and  this  continu- 
ous contraction  which  is  going  on,  accompanied  by  mild  and 
feeble  pains.  As  soon  as  the  pains  begin  to  run  into  the 
interval  (that  is  the  important  point)  then  it  is  that  you  find 
the  pulse  begins  to  rise.  I  have  watched  these  cases  very 
carefully  for  a  long  period,  and  I  can  emphasize  what  I  said  in 
my  original  paper  that  I  have  seen  no  exception  to  that  rule. 
As  soon  as  this    contraction  begins  to   occur  the   pulse 
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begins  to  go  up,  and  you  have  uervc-initation  and  exhaus- 
tion from  the  long  continuance  of  the  trismus  condition  ; 
you  have  what  is  called  powerless  labour  or  exhaustion.  It 
is  not  powerless  labour ;  it  is  the  contrary,  it  is  an  over-active 
condition.  The  uterus  gradually  gets  into  a  continuous 
contraction  until  it  becomes  so  hard  and  rigid  that  you 
cannot  make  the  smallest  impression  upon  it.  I  have  seen 
cases  where  the  uterus  has  been  as  tiglit  as  if  it  had  been 
made  of  papier-mache,  so  solid  and  so  unyielding  in  its  con- 
traction. That  is  an  extreme  form  that  Avill  come  on  sooner 
or  later  if  the  woman  is  not  delivered  as  soon  as  the  sym- 
ptoms of  "powerless^'  labour  commence.  It  is  a  state  of  nervous 
exhaustion — Dr.  Roper,  I  think,  bears  me  out  in  that ;  it  is 
not  the  crushing  or  bruising  of  the  parts  by  the  pressure  of 
the  child's  head  that  produces  that  condition  ;  it  is  nervous 
irritation  and  exhaustion.  I  cannot  explain  it,  but  I  can 
say  that  as  soon  as  a  woman  in  this  condition  is  delivered,  if 
she  has  not  gone  beyond  a  certain  point,  the  condition 
begins  to  cease,  and  in  a  couple  of  hours  it  is  all  gone.  If 
there  had  been  any  bruising  or  sloughing,  of  course  this 
would  not  occur.  I  have  watched  these  cases  carefully,  and 
am  perfectly  assured  that  the  condition  ceases  very  quickly 
after  the  source  of  irritation  is  removed.  If  the  patient  goes 
into  the  highest  degree  of  trismus  she  will  generally  die  ;  our 
object  is  to  prevent  that  condition.  It  is  important  that  the 
symptoms  should  be  recognised  early.  Sometimes  you  find 
that  the  water  has  drained  off  slowly,  the  uterus  gradually  gets 
irritated,  and  the  pains  hardly  begin  at  all.  That,  no  doubt, 
is  a  very  treacherous  sort  of  case.  As  soon  as  the  condition 
I  have  referred  to  comes  on,  traction  must  be  adopted, 
unless,  by  giving  chloroform  or  small  doses  of  laudanum,  you 
can  produce  relaxation,  and  so  get  rid  of  the  trouble.  You 
mav  get  the  condition  sometimes  when  the  os  uteri  is  open, 
and  sometimes  when  it  is  contracted.  If  it  is  an  open  os 
uteri,  the  condition  is  very  simple  :  the  forceps  will  go  in 
readily  and  draw  the  foetus  out  of  the  grip  of  the  uterus. 
We  can  easily  see  that  if  the  uterus  is  gripping  the  child,  it 
must  be  exposed  to  great  danger,  and  the  sooner  we  get  it 
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out  the  better  for  the  child.     Statistics  or  no  statistics,  that 
is  as  plain  as  possible.     But  when  we  get  the  os  uteri  and 
the  lower  part  of  the    cervix    rigidly  contracted,  then  the 
difficult  question  arises  how  far  we  should  interfere.     Now, 
supposing  this  is  not  a  case  in  which  we  have  mistaken  this 
condition  for  the  ordinary  prolonged  first  stage  of  labour — 
which  it  sometimes  is ;  suppose  that  it  is  a  case  in  which  we 
must  begin  to  act.  Where  there  is  a  cicatrix,  sometimes  the  hy- 
drostatic bags  of  Dr.  Barnes  may  be  used  with  very  great  effect. 
I  have  sometimes  seen  a  case  which  has  been  three  days 
without  any  dilatation,  and  it  has  only  taken  two  or  three 
hours  to  get  over  it  with  the  greatest  ease  and  safety.     But 
where  there  is    no    cicatrix,  and  there    is    only  spasmodic 
rigidity  of  the  uterus,  so  that  it  will  not  relax  physiologically, 
then  what  are  we  to  do  ?     Some  may  say,  Why  not  crani- 
otomise  ?     Is  craniotomy,  after  all,  such  an  easy  operation 
under  such  circumstances  ?     Is  it  less  dangerous  than  the 
forceps  ?      I  maintain  that  it  is  more  dangerous  than  the 
forceps.     The  only  danger  of  the  forceps  is  that  you  cannot 
get  them  in,  or  that,  having  got  them  in  and  the  blades  on, 
you  may  stretch  the  os  uteri  like  a  skein  of  thread  on  the 
tops  of  the  fingers.     There  is  great  anxiety  and  danger  ;  yet 
if  it  is  done  carefully  it  is  permissible.     You  see,  we  must 
do  something ;  therefore  we  must  face  the  danger.     It  is  no 
use  talking  of  the  dreadful  things  that  mav  arise  from  the 
use  of  the  forceps ;  we  must  face  the  danger.    Then  we  have 
to  draw  it  out  very  slowly.     Dr.  Lever  has  invented  a  pair  of 
forceps  in  which  the  shanks  come  so  closely  together  that 
they  almost  touch  one  another,  rather  inconveniently  some- 
times;   but  when   it  was    on   the    child's  head  it  scarcely 
stretched  the  os  uteri  at  all.      When  you  bring  down  the 
rotundity  of  the  child's  head  into  the  os  uteri  you  have  a 
very  good  dilator.      What  do  you  ask  the  forceps  to  do  ? 
No  more  than  you  ask  the  uterus  to  do.     The  uterus  must 
push  it  out.     The  forceps  does  no  more  than  the  uterus  was 
asked  to   do    by  expectancy.      If  instead  of  dragging  the 
uterus  down  with  violence  you  pull  it  down  gently,  supple- 
menting each  pain,  you  can  dilate  as  gently  as  j)ossible ;  and 
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when  tlie  rotundity  of  the  child's  head  comes  in  you  find 
there  is  no  great  difficulty.  I  never  met  with  any  great 
difficulty  except  where  the  os  uteri  was  stretched  like  a  skein 
of  thread  round  the  wide-spread  shanks  of  the  instrument. 
I  had  a  case  of  a  lady  in  the  following  condition  requiring 
help.  The  os  uteri  was  about  the  size  of  a  five-shilling 
piece,  slightly  dilatable,  and  the  head  was  coming  down  and 
occupying  it  pretty  well,  distending  the  cervix.  When  I 
was  asked  to  see  her,  before  passing  the  forceps  I  fortu- 
nately examined  her,  and  I  found  the  os  uteri  perfect  for 
an  inch  upwards,  but  beyond  this  there  was  a  large  slit 
extending  upwards  on  the  side  in  the  neighbourhood  of 
the  broad  ligament,  going  as  far  as  I  could  reach,  the 
head  occupying  the  rest.  I  reckoned  that  the  head  at 
the  equator  had  passed  the  major  part  of  the  rent.  The 
question  was  whether  I  should  perforate  the  head  or  drag 
it  down  to  the  margin.  With  the  forceps  I  carefully 
drew  down  the  child's  head;  it  did  not  rupture  the  parts. 
The  child  was  born  alive,  and  is  still  living.  The  mother 
had  not  a  single  symptom  indicating  that  there  was  any 
mischief.  If  I  had  not  examined  the  patient  beforehand,  and 
if  it  had  been  found  that  she  had  laceration,  it  would  have 
been  put  down  to  the  forceps.  In  Dr.  Roper's  cases  it  will 
be  found  that  there  are  some  cases  of  spontaneous  laceration 
of  the  cervix  uteri  narrated.  You  must  not  put  down  to  the 
forceps  everything  occurring  in  that  way.  We  are  to  face 
the  difficulty,  and  face  it  in  the  best  way  we  can.  The 
numerical  proportion  in  Dr.  Johnston's  cases  certainly  does 
not  accord  with  my  practice.  Perhai)s  I  have  not  had  such 
difficult  cases  to  contend  with,  nor  such  irritable  patients  as 
the  Irish.  The  Celtic  nervous  system  is  much  more  irritable 
than  the  Saxon,  and  we  ought  to  take  that  into  account  in 
considering  these  cases.  In  the  Celtic  tribes  the  uterus 
quickly  falls  into  a  state  of  irritation,  far  more  so  than  is  the 
case  with  English  women,  so  that  Dr.  Johnston  may  have 
had  difficulties  that  Ave  have  not  had  to  contend  with.  I 
have  ansAvered  the  major  part  of  the  first  question  in  the 
remarks  I  have  already  made.     The  lower  the  head  comes 
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down  the  more  quickly  will  tlie  uterus  get  into  a  state  of 
irritation. 

In  the  second  stage,  when  the  head  is  in  the  cavity  of  the 
pelvis,  and  the  uterus  is  a  little  inactive,  I  have  used  ergot 
Avithout  fear,  because,  with  the  forceps  by  my  side,  if  I  find 
that  the  uterus  is  not  equal  to  deliver  I  can  supplement  its 
efforts  by  the  forceps.  This  is  the  problem  : — Suppose  that 
a  woman  can  deliver  herself  in  twelve  hours ;  the  uterus  is 
well  aroused,  so  that  no  consequences  of  inertia  will  occur 
afterwards ;  is  it  better  to  relieve  her  at  once,  or  within  two 
or  three  hours,  or  to  let  her  go  on  for  the  whole  twelve 
hours  ?  Is  it  any  advantage  to  let  her  go  on  in  that  condi- 
tion ?  There  is  one  advantage  in  primiparse,  that  the  parts 
are  more  slowly  dilated,  and  the  head  is  more  slowly 
moulded ;  but  in  a  general  way^  supposing  the  uterus  to  be 
at  work,  and  the  pains  at  the  maximum,  and  an  obstacle 
takes  place,  if  we  know  that  by  a  little  traction  we  can  bring 
the  child  out  quickly,  I  must  say  I  think  it  is  beneficial  both 
to  the  child  and  the  mother,  certainly  to  the  child,  to  abstract 
it  gently  and  quietly.  It  is  doing  no  more  than  you  ask  the 
uterus  to  do,  and  than  the  uterus  will  have  to  do  sooner  or 
later,  when  it  is  violently  roused.  But  to  empty  the  uterus,  or 
draw  out  the  child — to  haul  it  forth,  as  Dr.  Blundell  used 
to  say — when  the  uterus  is  not  responsive,  is  one  of  the  most 
critical  things  a  man  can  do.  Gentlemen  often  fall  into 
error  in  this  matter.  One  gentleman  told  me  that  he  always 
drew  out  the  child  directly  he  found  any  little  detention. 
I  said,  "  Do  not  you  have  any  flooding  ? "  "  No/'  he 
said,  ^'I  do  not."  It  puzzled  me  to  know  how  he  had 
escaped  it.  Afterwards  he  told  me  that  he  had  had  a  case 
of  flooding,  and  it  was  a  lesson  to  him  not  to  do  as  he  had 
done  before.  That  was  a. case  of  inertia,  not  a  condition 
where  the  uterus  was  in  full  action. 

In  conclusion,  I  think,  then,  we  may  assent  to  the  fourth 
proposition  of  Dr.  Barnes.  It  is  indeed  almost  self-evident 
that  '^in  proportion  as  the  head  is  arrested  high  in  the  pelvis 
in  the  brim  or  above  the  brim,  the  necessity,  the  utility,  and 
the  safety  of  the  forceps  become  less  frequent,"  and,  "  as  a 
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corollary  from  the  preceding  propositions,  increasing  caution 
in  determining  on  the  use  of  the  forceps,  and  greater  skill 
in  carrying  out  the  operation,  are  called  for/' 

Dr.  Cleveland. — Sir,  before  the  commencement  of  this 
debate,  I  should  have  thought,  probably  in  common  with  otlier 
Fellows  of  the  Society  who  have  taken  part  in  or  listened 
to  the  discussions  that  have  not  unfrequently  taken  place 
here  on  the  principles  that  should  guide  us  in  the  use  of  the 
forceps,  thatfit  would  have  been  scarcely  necessary  for  us  to 
have  devoted  three  evenings  to  this  subject;  but  I  confess, 
after  having  heard  so  many  differences  of  opinion,  I  have 
come  to  the  conclusion  that  that  idea  was  not  well  founded. 
I  further  think  that  Dr.  Barnes  has  shown  great  judgment 
in  drawing  up  with  the  care  he  has  exhibited  these  general 
propositions;  and  I  think  that  the  last  proposition,  the  one 
that  has  been  read  by  Dr.  Hicks,  with  the  corollary  attached 
to  it,  has  not  been  sufficiently  noticed  by  the  speakers  that 
have  preceded  me.  He  says  that  "  in  proportion  as  the 
head  is  arrested  high  in  the  pelvis,  in  the  brim  or  above  the 
hrim,  the  necessity,  the  utility,  and  the  safety  of  the  forceps 
become  less  frequent ; "  and  then  there  is  the  corollary,  that 
"  increasing  caution  in  determining  on  the  use  of  the  forceps, 
and  greater  skill  in  carrying  out  the  operation,  are  called 
for."  If  this  means  anything,  it  means  that  the  operation 
is  not  to  be  lightly  undertaken,  that  it  is  one  that  ought  to 
be  well  considered,  and  only  to  be  done  by  persons  who  are 
thoroughly  skilled  in  the  use  of  the  instrument.  I  think 
the  case  is  somewhat  like  that  of  a  patient  who  has  stone 
in  the  bladder.  In  such  a  case,  the  best  thing  is  to  have 
the  stone  removed,  either  by  lithotomy  or  lithotrity ;  but  it 
would  not  be  the  best  thing  possible  if  the  operation  were 
not  done  by  a  skilful  person ;  the  patient  might  live  a  con- 
siderable time  with  the  stone  in  the  bladder,  and  be  better 
off  than  if  he  had  the  operation  performed.  Now,  I  would 
say  that  if  some  of  us  who  had  settled  convictions  at  the 
commencement  of  the  debate  upon  certain  practical  points;, 
such,  for  instance^  as  the  use  of  the  forceps  and  compression. 
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have  had  those  convictions  somewhat  disturbed  by  what  we 
have  heard  from  different  authorities,  men  of  great  reputa- 
tion, still,  I  believe  that  on  the  whole  we  shall  be  pretty 
well  agreed  that  in  a  case  where  the  head  is  well  in  the 
pelvis,  where  there  is  what  is  understood  by  a  lingering 
labour,  where  the  patient  is  carefully  watched  and  appears 
to  be  kept  up  by  suitable  nourishment,  if  in  such  a  case  you 
come  to  a  thorough  stoppage,  no  progress  being  made,  and 
you  are  satisfied  that  the  uterus  has  done  its  best,  I  think 
there  can  be  no  doubt  that  the  use  of  the  forceps  is  better 
than  any  of  its  alternatives.  But  between  such  a  case  as 
that  and  the  contested  point  where  the  os  is  not  well  dilated, 
and  where  arrest  is  above  the  brim,  there  appears  to  me  to  be 
a  large  class  of  cases  in  which  great  service  is  done  by  the 
use  of  the  forceps.  And  here  let  me  say  that  we  have  not, 
in  my  opinion,  discriminated  sufficiently  betw'een  the  long  and 
the  short  forceps.  There  are  cases  in  which  the  long  forceps 
will  reach  the  child  and  where  the  short  forceps  will  not  be 
of  any  avail.  Sometimes,  indeed,  I  have  asked  myself  the 
question  whether  we  should  not  be  better  off  if  there  were 
no  short  forceps  at  all.  I  have  seen  practitioners  waiting 
and  waiting  for  the  head  to  come  within  reach  of  the  short 
forceps,  and  a  great  deal  of  time  has  been  lost,  and  a  great 
deal  of  danger  incurred  by  the  patient.  For  many  years  I 
have  not  used  the  short  forceps,  and  I  have  never  found 
a  case  in  which  the  long  forceps  would  not  answer  both  pur- 
poses. With  regard  to  the  contested  point,  I  may  say  that 
I  think  it  is  very  rare  indeed  that  an  operation  is  requii-ed 
for  purely  lingering  labour,  but  I  do  not  believe  for  a  moment 
that  in  skilful  hands  any  mischief  is  likely  to  accrue  to  the 
patient  by  the  use  of  the  instrument  if  it  is  necessary  to 
employ  it. 

Dr.  Daly. — I  will  only  occupy  two  or  three  minutes  in 
replying  to  some  of  the  figures  of  Dr.  Roper,  I  have  not 
had  10,000  cases,  but  in  1700  cases  that  have  come  under  my 
private  care  I  have  used  the  forceps  with  what  some  people 
would  call  extreme  frequency.     During  a  practice  of  fifteen 
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years  1  have  used  the  forceps  in  10  per  ceut.  of  my  cases, 
and  the  result  of  my  practice  has  been  that  I  have  only  lost 
two  forceps  cases.  One  was  a  case  in  which  I  put  on  tlie 
forceps  for  hiemorrhage,  and  in  the  other  case  I  am  sure  the 
forceps  had  nothing  at  all  to  do  with  the  death.  I  think 
it  is  well  for  the  Society  to  know  that  men  may  use  the 
forceps  with  even  much  greater  frequency  than  I  have  done. 
I  have  been  looking  over  the  statistics  of  some  medical  men 
connected  with  this  Society.  Dr.  Habgood,  of  Eastbourne, 
recently  showed  me  his  list  of  260  deliveries.  He  had  used 
the  forceps  in  exactly  40  cases  without  a  single  maternal 
death  and  without  a  single  still-birtlu  Now,  if  the  forceps 
were  on  its  trial  to-night,  as  Dr.  lloper  would  suppose,  I  do 
not  think  we  should  have  such  statistics  as  those.  From 
what  one  has  heard  from  the  difiFerent  speakers  who  have 
addressed  the  meeting,  one  really  would  think  that  Dr. 
Barneses  book  had  never  been  written,  and  that  we  had  not 
your  book,  sir,  on  midwifery  before  us.  The  great  value  of 
the  forceps  is  that  they  save  the  woman  an  enormous  amount 
of  sujffering.  I  have  not  heard  that  point  stated  by  any 
speaker,  although  I  am  aware  you  have  mentioned  it  in  a 
paper  read  to  this  Society.  The  woman  goes  on  for  hours 
(I  am  now  speaking  altogether  of  the  low  operation)  with 
the  head  of  the  child  resting  on  the  perineum,  and  if 
we  simply  put  on  the  forceps  we  relieve  the  woman  with 
perfect  safety  from  hours  of  suffering.  I  may  be  told  that 
there  is  a  risk  of  laceration  of  the  perineum.  According  to 
my  experience,  if  you  give  chloroform  you  obviate  that 
risk.  It  is  my  rule  to  give  a  dose  of  ergot  immediately 
before,  and  to  put  on  the  forceps  if  the  ergot  does  not  act. 
I  have  scarcely  ever  had  a  case  of  still  birth  at  the  full  time. 
With  regard  to  the  high  operation,  I  have  used  the  forceps 
before  the  os  has  been  fully  dilated,  thirty  times  with  only 
one  fatal  result,  and  that  was  a  case  of  hsemorrliagc.  The 
conclusion  I  should  draw  from  my  experience  is  that  when 
the  head  is  below  the  brim  of  the  pelvis  there  need  be  no 
limit  to  the  frequency  with  which  we  may  apply  the  forceps, 
so  as  to  save  the  suffering  woman  from  unnecessary  anguish, 
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without  iucreasing  iu  any  degree  the  risk  to  mother  or  child, 
and  that  it  is  no  more  unscientific  to  wait  for  days  while  a 
mammary  abscess  bursts  of  itself  than  it  is  to  wait  many  days 
while  the  head  passes,  when  we  can  deliver  the  child  at  once 
by  means  of  the  forceps. 

Dr.  Graily  Hewitt. — The  subject  of  the  application  of 
the  forceps  is  one  that  has  interested  me  very  much,  espe- 
cially in  the  early  part  of  my  career,  which  coincides  with 
the  formation  of  the  Society.  I  am  happy  to  see  that  the 
Society  is  in  a  flourishing  state.  No  better  proof  can  be 
given  of  the  utility  of  the  Society  than  the  opportunity  it 
has  afforded  from  time  to  time  of  discussing  such  subjects  as 
the  present  one.  I  may  recall  to  the  Society  that  one  of  the 
first  papers  read  before  it  was  by  the  late  Dr.  Tyler  Smith, 
a  paper  in  which  he  spoke  of  the  abolition  of  craniotomy 
from  obstetric  practice. 

Dr.  Barnes. — When  the  child  was  alive. 

Dr.  Graily  Hewitt. — The  paper  in  question  attracted  great 
attention  at  the  time,  and  Dr.  Tyler  Smith  was  much  laughed 
at  in  certain  quarters  for  bringing  such  a  proposition  before 
the  Society  at  all,  but  I  think  that  a  great  deal  that  we  have 
heard  in  the  jorogress  of  the  discussion  must  tend  to  show 
that  a  practice  which  was  then  prophesied  and  inculcated 
has  almost  come  about.  We  have  heard  gentlemen  who 
have  come  before  us  and  given  us  the  results  of  their  prac- 
tice, and  it  has  been  shown  that  the  number  of  their  cases  of 
craniotomy  has  become  almost  infinitesimal.  With  refer- 
ence to  my  own  experience  in  the  matter,  I  may  say  that  I 
went  so  far  as  to  invent  a  new  pair  of  forceps,  which  I 
brought  before  the  Society  three  years  after  its  formation, 
only  unfortunately,  or  fortunately,  as  it  may  be  considered, 
I  discovered  that  my  forceps  had  also  been  discovered  by 
Dr.  Beattie,  of  Dublin,  and  Dr.  Pagan,  of  Glasgow.  The 
forceps  were  quite  identical.  Their  peculiarity  was  simply 
this,  that  the  blades  were  considerably  longer  than  those 
ordinarily  employed,  in  that  respect  resembling  very  mucli 
those  which,  of  late  years,  have  been  favourites  in  the  hands 
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of  obstetrical  practitioners,  namely,  Dr.  Barneses  forceps.  I 
do  not  propose  to  go  into  this  subject  at  any  length.  I  will 
only  say  a  word  or  two  respecting  some  of  the  questions 
raised  by  Dr.  Barnes  in  his  paper.  One  of  these  points  is 
this — Does  lingering  labour  occur  so  as  to  entail  danger  to 
the  mother  and  child  during  the  first  stage  of  labour  ?  With 
Dr.  Hicks  I  should  unquestionably  answer  that  in  the  affir- 
mative. My  friend,  Dr.  Roper,  in  his  speech,  seemed  to 
indicate  that  we  Avere  discussing  cases  of  natural  labour,  but, 
in  fact,  that  begs  the  whole  question.  We  do  not  know 
when  we  have  to  deal  with  a  case  whether  it  is  going  to  be  a 
case  of  natural  or  unnatural  labour.  If  the  head  is  detained 
at  the  brim,  we  have  to  ascertain  what  is  the  cause.  It  may 
turn  out  that  it  is  a  slight  arrest,  which  will  occasion  no 
particular  difficulty ;  or,  on  the  other  hand,  it  may  turn  out 
to  be  a  case  of  extreme  difi&culty.  We  cannot,  at  the 
moment,  say  what  is  to  be  the  issue.  That  constitutes  the 
great  part  of  the  difficulty  of  practitioners  in  dealing  with 
these  cases.  The  case  may  be  one  in  which  the  head  and  the 
pelvis  are  very  disproportionate  indeed,  and  that  Avould 
only  be  found  out  by  a  very  careful  examination.  In  a  case 
where  there  is  great  disproportion  unquestionably  harm 
would  result;  the  membranes  would  be  ruptured,  and  the 
patient  would  drift  into  the  condition  which  has  been  so 
vividly  described  by  Dr.  Hicks  and  Dr.  Roper.  The  second 
question  is — Is  the  application  of  the  forceps  ever  necessary 
or  useful  before  the  full  dilatation  of  the  cervix  uteri  ?  It 
has  been  my  custom,  in  teaching  the  subject  of  midwifery, 
to  lay  a  great  deal  of  stress  upon  the  definition  of  the  termi- 
nation of  the  first  stage  of  labour.  I  think  it  is  very  im- 
portant in  reference  to  the  answer  to  this  question.  What 
is  the  definition  of  the  termination  of  the  first  stage  of 
labour?  It  has  generally  been  held  to  be,  full  dilatation 
of  the  OS  uteri,  but  it  is  evident  to  all  who  have  considered 
the  matter  carefully,  that  the  full  dilatation  of  the  os  uteri 
may  not  occur,  and  yet  the  patient  may  have  arrived  at  the 
end  of  the  first  stage  of  labour,  that  is  to  say,  in  cases  w  here 
the  membraues  have  been  ruptured.     If  the  head  stays  at  the 
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brim  there  is  nothing  to  dilate  it;  yet  on  digital  examination, 
it  may  be  found  that  the  os  uteri  is  in  an  exceedingly  dilatable 
condition — a  condition  which  does  not  offer  any  obstacle  to 
the  passage  of  the  head  through  it.  The  obstacle  is  pro- 
duced in  fact  by  the  difficulty  at  the  brim  itself.  The  osseous 
difficulty  is  the  principal  one,  not  the  condition  of  the  os  uteri 
itself.  It  is  necessary  to  consider  this  point  if  "we  make  any 
definition  as  to  what  is  to  constitute  termination  of  the  first 
stage  of  labour.  I  quite  agree  with  what  has  been  said  by 
several  speakers  in  this  debate  as  to  the  safety  of  women 
before  the  membranes  are  ruptured.  In  a  case  where  the 
membranes  have  not  been  ruptured  I  think,  with  few  reser- 
vations, the  first  stage  might  be  allowed  to  go  on  a  consider- 
able length  of  time ;  but  it  is,  of  course,  very  different  when 
the  membranes  are  ruptured.  "We  cannot,  under  such  cir- 
cumstances, I  hold,  consider  the  size  of  the  os  uteri  simply. 
"We  must  have  regard  to  the  condition  of  the  tissues  and  of 
the  OS  uteri  in  deciding  as  to  whether  anything  is  necessary  to 
be  done  or  not.  The  logical  conclusion  from  that  statement 
is,  that  in  certain  cases  of  this  kind  the  use  of  the  forceps  is 
necessary.  No  doubt  the  number  of  cases  in  which  the  use 
of  the  forceps  is  necessary  with  the  head  above  the  brim  is 
very  few  indeed.  Still,  such  cases  do  occur.  I  could  men- 
tion a  case  very  much  like  that  of  Dr.  Hicks,  which  occurred 
to  me  some  years  ago,  where  the  os  uteri  resisted  very  much, 
but  in  which  I  inserted  the  forceps  and  gradually  drew  the 
head  through  it  with  a  perfectly  successful  result.  It  took 
a  great  deal  of  time  to  accomplish.  In  fact,  I  endeavoured 
to  imitate  nature.  Still,  I  did  assist  the  head  through  the 
OS  uteri,  supplementing  the  uterine  pains.  I  conceive  that 
cases  do  occur  in  which  this  is  really  necessary.  "With 
reference  to  the  broad  question  as  to  the  use  of  the  forceps, 
I  think  that  is  a  matter  which  is  more  interesting  to  the  mem- 
bers of  this  Society  at  large  than  the  question  as  to  the  appli- 
cability of  the  forceps  in  the  high  operation.  Confessedly 
these  cases  are  rare  and  unusual,  but  the  other  class  of  cases 
is  very  numerous  indeed,  and  we  have  to  consider  what  is 
the  law  that  should  be  laid  down  in  reference  to  the  general 
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application  of  the  forceps.  Is  it  a  good  thing  that  the 
forceps  should  be  largely  employed,  or  is  it  proper  that  their 
use  should  be  greatly  restricted  ?  I  must  say  I  sympathise 
very  much  with  those  who  contend  that  the  forceps  should 
be  very  largely  employed,  and  I  think  that  there  are 
abundant  reasons  for  arriving  at  the  conclusion.  There  is 
no  stronger  reason  to  be  given  in  favour  of  that  view  than 
this  :  it  is  confessedly  necessary  that  gentlemen  who  engage 
in  the  practice  of  midwifery  should  be  competent  to  under- 
take severe  operations.  How,  I  ask,  are  they  to  become 
capable  of  performing  a  confessedly  difficult  operation — 
namely,  the  high  operation — with  the  forceps,  unless  they 
are  perfectly  familiar  with,  and  accustomed  to,  the  low  opera- 
tion ?  It  seems  to  me  that  the  dexterity  they  acquire,  or 
should  acquire,  in  the  performance  of  the  simpler  operation 
will  invariably  lead  them  to  sufficient  acquaintance  with  the 
subject  to  deal  with  the  difficult  and  dangerous  cases  that 
•will  now  and  then  necessarily  come  before  them.  I  there- 
fore sympathise  very  much  with  the  view  of  the  matter  that 
gentlemen  should  be  encouraged  to  use  the  forceps  much 
more  frequently  than  has  been  the  custom.  My  friend.  Dr. 
Savage,  at  the  last  meeting  of  the  Society,  while  he  inter- 
ested us  very  much  by  a  great  many  of  his  remarks,  indulged 
in  a  style  of  banter,  and  seemed  to  deal  with  the  whole  sub- 
ject of  the  application  of  instruments  in  the  practice  of  mid- 
wifery as  one  that  could  hardly  be  sympathised  with.  I 
suppose  we  must  take  it  for  what  it  is  worth.  It  comes 
from  Dr.  Savage,  and  we  are  always  very  much  amused  and 
interested  in  hearing  what  he  has  to  say.  I  make  these 
observations  because  of  my  readiness  to  admit  that  there 
is  a  great  deal  in  what  Dr.  Savage  said  in  reference 
to  the  necessity  for  allowing  nature  and  simj)le  remedies 
their  proper  play  in  dealing  with  obstetric  cases — the  use 
of  a  little  time,  the  use  of  baths,  and  various  other  remedies 
and  methods  of  assistance.  There  is,  also,  an  observa- 
tion I  should  like  to  make  with  reference  to  the  method 
of  applying  the  forceps.  It  does  not  follow  that  because 
we  have  applied  the  forceps  the  delivery  should    be    made 
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to  occur  instantly.  I  think  that  the  opposite  policy 
is  responsible  for  a  great  deal  of  the  blame  with  -which 
the  application  of  the  forceps  has  been  visited  at  the 
hands  of  certain  critics.  I  have  certainly  seen  cases 
where  great  harm  has  been  done  by  the  instantaneous 
delivery  of  the  child  in  cases  where  the  forceps  has  been 
applied.  It  must  be  recollected  that  the  forceps  is  intended 
simply  to  supplement  the  efforts  of  nature — to  assist  them; 
and  we  are  not^  therefore^  to  extract  instantly^  the  very 
moment  the  forceps  is  applied  to  the  head  of  the  child. 
By  too  rapid  delivery  the  perineum  may  be  seriously 
injured. 

Dr.  Savayne. — At  this  stage  of  the  discussion  I  will 
endeavour  to  make  my  remarks  as  brief  as  possible,  and 
express  no  opinion  not  founded  on  facts  under  my  own 
observation.  Before  the  publication  of  Dr.  Johnston's 
report  as  to  the  use  of  the  forceps  in  the  first  stage  of 
labour^  I  had  often  applied  the  forceps  in  the  first  stage 
when  the  os  was  not  fully  dilated,  but  never  when  it  was 
less  than  three  inches  in  diameter.  Since  Dr.  Johnston's 
report  I  have  used  it  six  times  in  cases  where  it  has  been 
less  than  three  inches  in  diameter,  where  the  diameter 
varied  from  the  size  of  a  crown-piece  (which  is  not  more 
than  one  inch  and  six  tenths)  to  three  inches.  Five  of  these 
cases  were  primiparse  and  one  of  them  was  a  multipara. 
The  result  was  favorable  to  all  the  mothers  and  children 
with  the  exception  of  one  child,  which  was  stillborn,  and 
which  had  the  skin  peeled  off,  showing  that  it  had  been 
dead  for  several  hours ;  therefore  the  forceps  could  not  have 
been  responsible  for  the  death.  In  all  these  cases  the 
membranes  had  been  ruptured  for  some  hours,  and  the  os 
was  not  fully  dilated,  but  it  felt  soft  and  dilatable.  The 
labour  appeared  to  be  slow,  not  so  much  from  the  rigid 
OS  uteri  as  from  the  arrest  of  the  head.  This  was  very 
marked  in  one  case — that  of  the  multipara.  I  had  attended 
her  in  two  labours  which  were  easy,  because  the  children 
were  small  and  females,  but  the  third  labour  was  a  difficult 
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one.  Tlie  membranes  had  been  ruptured  four  hours,  and 
the  OS  uteri  remained  about  three  inches  in  diameter.  The 
child  was  arrested  at  the  brim  of  the  pelvis,  from  want  of 
proportion  between  the  head  and  the  pelvis.  As  Dr. 
Hewitt  has  truly  remarked,  the  labour  may  be  said  to  have 
been  in  the  second  stage.  The  first  stage  was  over — the 
uterus  had  expended  its  power  in  dilating  the  os,  but  the 
head  did  not  descend.  It  was  then  expending  its  power 
in  forcing  down  the  head.  I  was  convinced  that  the  bad 
symptoms  resulting  from  a  prolonged  second  stage  would 
have  arisen  if  the  labour  had  been  allowed  to  go  on  in  any 
of  these  cases.  I  felt  grateful  to  Dr.  Johnston  for  having 
pointed  out  that  the  forceps  may  be  used  with  safety  where 
the  OS  is  not  nearly  so  much  dilated  as  I  thought  before 
would  be  necessary,  in  fact,  where  it  is  not  half  dilated. 
"With  regard  to  the  second  subject,  as  to  turning,  and  as  to 
the  alternative  use  of  the  long  forceps,  I  do  not  think  I  can 
do  better  than  refer  to  a  case  in  which  I  induced  premature 
labour  about  a  month  ago.  In  this  woman  I  induced  pre- 
mature labour  for  the  eighth  time.  Before  she  came  under 
my  care  she  had  had  craniotomy  performed  twice  at  the  full 
time  by  another  practitioner,  and  therefore  I  recommended 
the  induction  of  premature  labour.  I  had  induced  it  in 
three  labours  at  the  seventh  month,  and  the  children  were 
born  without  difficulty,  but  they  did  not  survive  their  birth 
more  than  twenty-four  hours;  therefore,  in  the  next  five 
labours  I  thought  it  better  to  induce  the  labour  at  the  eighth 
month  so  as  to  give  a  chance  of  turning,  and  I  had  every 
reason  to  feel  satisfied  with  the  result,  for  I  saved  four 
children  out  of  five  labours.  There  was  no  particular  diffi- 
culty in  turning,  except  in  the  first  case  and  in  the  last.  In 
the  first  case  I  could  not  get  the  head  through  in  time;,  and 
the  child  died;  the  head  stuck  in  the  brim  of  the  pelvis. 
In  the  last  case  the  child  seemed  to  be  larger  than  usual, 
and  I  expected  the  same  difficulty  as  in  the  first  case,  but 
by  means  of  a  very  strong  pull,  making  firm  pressure  on  the 
gastric  region,  the  head  came  through  with  a  jerk.  The 
child  was  at  first  stillborn,  but  was  easily  resuscitated.     I 
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have  here  a  cast  of  the  head  "which  will  show  the  effect  pro- 
duced upou  the  child.  The  head  is  rather  a  large  one  for  a 
child  of  eight  mouths. 

The  President. — I  may  remind  Dr.  Swayne  that  the 
discussion  is  limited  to  the  use  of  the  forceps  in  lingering 
labour,  and  it  hardly  applies  to  cases  of  contracted  brim  or 
turning.  Turning  hardly  comes  under  the  head  of  our  dis- 
cussion. 

Dr.  Swayne. — Then  I  will  bring  my  remarks  to  a  close. 
I  was  going  to  say  that  I  think  in  cases  of  this  kind  turn- 
ing is  preferable  to  the  use  of  the  forceps.  My  own  ex- 
perience leads  me  to  three  conclusions.  First,  that  the  use 
of  the  forceps  is  proper  and  safe  before  the  os  is  fully  dilated 
when  there  is  any  arrest  which  prevents  it  descending  upon 
the  OS  uteri,  but  in  my  own  opinion  the  use  of  the  forceps 
is  improper  where  the  delay  arises  simply  from  rigidity  and 
not  from  arrest  of  the  head.  Secondly,  where  the  head  is 
arrested  at  the  brim  of  the  pelvis,  and  the  pelvis  is  normal 
and  not  irregular  in  shape,  as  a  general  rule  the  use  of  the 
forceps  is  preferable  to  turning.  Thirdly,  where  the  pelvis 
is  irregular,  and  the  head  very  high  above  the  pelvis,  turning 
is  preferable  to  the  forceps. 


The  President. — I  should  not  like  this  discussion  to  close 
without  saying  a  single  word  with  regard  to  the  subject 
under  consideration.  It  is  certainly  not  my  intention  at 
this  late  period  of  the  meeting,  and  after  having  heard  so 
many  observations,  to  enter  at  any  length  into  the  subject 
before  us.  I  have  frequently  ou  other  occasions  had  an 
opportunity  of  expressing  my  opinions  on  the  subject  to 
this  Society,  and  I  have  also  in  my  published  work  on 
midwifery,  for  the  first  time,  I  believe,  in  any  systematic 
treatise  on  the  subject  published  in  this  country,  advo- 
cated a  much  more  frequent  use  of  the  forceps  in  delivery 
than  has  been  previously  recommended.  I  believe  that, 
partly  from  the  one  fact,  and  partly  from  the  other,  I 
have  the  reputation  of  recommending  instrumental  inter- 
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ference  with  a  frequency  which  many  of  my  obstetrical 
friends  believe  to  be  both  unnecessary  and  injurious.  Now, 
in  reference  to  this  point,  I  may  remark  that  whenever  I 
have  spoken  or  written  on  this  subject  I  have  taken  the 
greatest  possible  pains — I  am  afraid  not  always  success- 
fully— to  point  out  that  that  recommendation  is  strictly 
limited  to  one  particular  class  of  cases — that  is,  the  cases 
in  which  the  head  is  arrested  low  down  in  the  cavity  of  the 
pelvis  or  on  the  perineum,  and  in  which  only  a  slight  vis  « 
iergo  is  required  to  effect  delivery.  I  have  always  endea- 
voured to  point  out  that  the  application  of  the  forceps  when 
the  head  is  high  in  the  pelvis  is  a  very  serious  operation,  and 
one  not  to  be  lightly  undertaken.  As  regards  the  alterna- 
tives, and  especially  the  alternative  which  is  most  usually 
resorted  to — that  is,  the  administration  of  ergot — I  think 
there  is  hardly  any  fact  in  medicine  which  is  more  certainly 
proved  than  the  immeasurable  superiority  of  the  forceps  in 
effecting  delivery  in  retarded  labour.  No  better  illustration 
of  that  can  be  given  than  the  observations  which  fell  from 
one  of  the  speakers  at  our  first  meeting — Mr.  Alderson ; 
and  all  the  more  so  since  it  seemed  that  Mr.  Alderson  did 
not  quite  appreciate  the  deductions  to  be  drawn  from  those 
statements.  He  told  us  that  when  he  commenced  practice 
he  never  used  the  forceps  at  all,  or  hardly  ever,  but  that 
he  used  ergot  very  frequently.  As  he  went  on  he  dis- 
carded the  use  of  ergot  and  used  the  forceps  very  largely. 
Then  he  told  us  that,  curiously  enough,  in  the  first  years 
of  his  practice  he  used  to  have  an  enormous  number  of  still- 
births, and  in  later  years  he  never  had  any  still-births 
at  all.  Of  course  the  obvious  deduction  was  that  he 
ergotised  his  patients  when  he  commenced  practice  and 
produced  these  still-births,  which  he  saved  by  delivering  with 
the  forceps  in  the  latter  years  of  his  practice.  So  much  for 
the  use  of  the  forceps  as  regards  the  child.  As  regards  the 
mother,  Dr.  Daly  has  properly  pointed  out,  and  I  have 
always  insisted  upon,  the  enormous  gain  to  the  mother  of 
saving  her  many  hours  of  horrible  suffering  and  anguish, 
which  it  is  distinctly  the  province  of  the  physician  to  spare 
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her  if  he  can.  And,  above  all,  there  is  the  increased  safety 
and  rapidity  of  convalescence,  and  the  more  satisfactory 
recovery  following  a  short  delivery,  which  I  believe  is  a 
strong  argument  for  the  more  early  application  of  the  forceps, 
in  simply  retarded  labour  than  has  been  customary.  To  use 
a  homely  simile,  I  would  say  that  these  cases  are  like  that 
of  a  man  who  has  in  charge  a  horse  dragging  a  cart  up  a 
hill.  If  we  are  in  charge  of  such  an  operation  we  have,  as 
a  distinguished  politician  would  say,  three  courses  open  to 
us.  We  may  either  leave  the  wearied  animal  to  draw  his 
burden  up  the  hill  in  the  best  way^  he  can,  and  possibly  he 
may  arrive  there  or  he  may  not ;  or  we  may  spur  and  urge 
him  on  to  increased  effort,  possibly  with  success,  but  more 
likely  there  will  be  a  break-down ;  or  we  can  a'dopt  the 
other  expedient  of  tacking  on  another  horse,  thus  giving  a 
little  extra  assistance.  That  seems  to  be  exactly  what  we  do 
when  we  apply  forceps  in  cases  of  this  kind.  If  I  might 
make  a  criticism  upon  this  debate,  it  would  be  to  the  effect 
that  a  great  deal  too  much  has  been  said  about  the  applica- 
tion of  the  forceps  before  the  complete  dilatation  of  the  os 
uteri.  In  talking  to  me  the  other  day  on  this  debate, 
having  read  it  in  the  journals,  a  distinguished  metropolitan 
surgeon  said  he  was  horrified  to  find  that  so  obviously  dan- 
gerous a  practice  was  so  customary  amongst  obstetricians. 
Now,  I  am  not  surprised  at  that  misconception  on  his  part, 
because  we  have  been  talking  during  these  three  nights  to  an 
extraordinary  extent  on  this  subject.  Probably  the  novelty 
of  the  proposal  and  the  apparent  boldness  of  it  have  given 
it  undue  prominence  in  our  debates ;  but  I  am  satisfied  that, 
as  a  matter  of  fact,  obstetricians  are  not  in  the  habit  of 
using  the  forceps  with  an  undilated  os  uteri  to  anything 
like  the  extent  to  which  an  outsider  might  suppose  from 
listening  to  our  debates.  If  my  own  experience  is  any  guide, 
I  should  say  that  the  cases  in  which  it  is  necessary,  or  even 
contemplated,  are  of  very  great  rarity.  Another  criticism 
that  I  might  make  is,  that  I  do  not  think  suflQcient  import- 
ance has  been  paid  to  the  application  of  pressure  as  an  alter- 
native  in   cases    of  lingering   labour — systematic   pressure 
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applied  to  tlic  uterus.  I  am  afraid  my  friend  Dr.  lloper  has 
not  given  it  the  fair  trial  which  I  am  certain  it  deserves, 
because  I  believe  there  are  few  improvements  in  modern 
midwifery  of  really  greater  value  than  the  systematic  use  of 
uterine  pressure,  or  expression  of  the  fcEtus,  as  it  is  some- 
times called  in  Germany.  It  requires  a  little  custom  and 
habit  to  know  in  what  class  of  cases  it  is  applicable,  and  how 
to  apply  it ;  but,  having  gained  that  experience,  I  am  quite 
satisfied  that  the  very  greatest  possible  advantages  may  be 
derived  from  it.  I  have  over  and  over  again  succeeded  by 
expression,  not  in  delivering  the  foetus  entirely — although  I 
believe  that  even  that  is  possible,  and  I  have  related  cases  of 
that  kind  in  a  paper  on  the  subject, — but  in  pressing  down 
the  head  from  the  brim  on  to  the  lower  part  of  the  pelvis, 
and  thus  converting  what  might  have  been  a  very  difficult 
higli  forceps  case  into  a  perfectly  simple  low  forceps  operation. 
The  subject  would  require  a  great  deal  of  time  to  discuss  with 
anything  like  the  detail  which  its  importance  merits ;  there- 
fore I  do  not  say  any  more  about  it  at  present.  It  now 
only  remains  for  me  to  fulfil  a  very  pleasant  duty,  which  I 
am  sure  I  shall  have  the  authority  of  the  members  of  the 
Society  for  performing — that  of  offering  to  the  gentlemen 
who  have  taken  part  in  these  discussions,  especially  to  those 
gentlemen  who  have  done  us  the  honour  of  coming  from 
Ireland  and  Scotland  and  distant  parts  of  the  country,  our 
cordial  thanks  for  their  kindness  in  favouring  us  with  their 
experience  on  the  subject. 


Dr.  Barnes. — Allow  me  to  say,  in  the  first  place,  that  I 
think  the  interesting  discussion  we  have  had,  and  the  emi- 
nent men  who  have  spoken,  testify  to  the  importance  of  the 
subject,  and  are  a  complete  answer  to  any  doubt  that  may 
have  been  felt  as  to  the  utility  of  a  discussion  on  the  forceps. 
Then  I  may  urge  as  another  reason  that  we  have  had  a  com- 
plete picture  of  what  may  be  called  the  modern  practice  of 
midwifery  with  the  use  of  the  forceps,  in  contrast  to  the 
picture  presented  by  a  gentleman  who  went  to  sleep  twenty 
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years  ago  when  they  did  not  use  the  forceps,  and  who  has 
come  here  and  delivered  a  Rip  van  Winkle  sort  of  speech, 
telling  us  that  we  are  all  wrong,  expecting,  as  it  seems,  that  the 
world  has  been  standing  still  while  he  has  been  asleep. 
Now  I  should  like  to  say  a  word  or  two  about  the'  definition 
of  the  high  operation,  which  appears  not  to  be  thoroughly 
comprehended.  The  terms  '"'high  "  and  ''low'^  operation  have 
been  introduced  by  Dr.  M^Clintock,  but  I  should  prefer 
to  make  a  division  into  three  operations.  First,  there  is 
what  may  be  called  the  low  operation,  performed  entirely  in 
the  second  stage  of  labour  when  the  head  is  in  the  pelvis  : 
that  I  should  prefer  to  call  the  intra-pelvic  operation.  Then 
there  is  another  class  of  cases  a  little  higher  up,  where  the 
head  of  the  child  is  in  the  brim  :  that  I  should  call  the  brijii 
operation,  as  distinct  from  the  low  operation  and  also  from 
the  high  operation,  where  the  head  is  above  the  pelvic  brim^ 
which  may  be  called  the  supra-pelvic  operation.  As  to  the 
state  of  the  os  uteri  in  the  advance  of  labour,  as  fitting  it 
for  the  operation,  we  will  discuss  that  by  and  bye.  The 
numerous  cases  that  occur  of  arrest  of  the  head  in  the 
pelvic  cavity  I  will  not  dwell  upon  now.  There  is  a  general 
consensus  of  opinion  and  practice  as  to  the  propriety  of  not 
letting  the  head  lie  in  the  pelvis  very  long.  At  the  same 
time  I  should  say  that  the  practice  mentioned  by  Dr.  Daly 
and  some  others,  of  putting  on  the  forceps  as  soon  as  the 
head  is  within  reach,  or  nearly  so,  is  not  good  practice.  So 
long  as  the  uterus  is  acting  fairly  without  spasmodic  action, 
the  head  advancing  slowly  and  the  parts  relaxing,  and  you 
know  that  the  patient  will  be  delivered  in  a  few  hours  with- 
out any  great  tax  upon  her  powers,  and  so  long  as  there  is  a 
quiet,  regular  pulse,  I  say  it  is  not  judicious  to  use  the  forceps. 
I  say  it  deliberately,  though  I  can  well  understand  that 
where  a  man  is  in  a  hurry  to  get  away,  and  he  thinks  the 
patient  is  suffering  because,  perhaps,  he  suffers  himself, 
he  will  put  on  the  forceps  too  soon.  I  quite  sympathise 
with  what  Dr.  Hewitt  has  said,  that  it  is  allowable  to  put 
on  the  forceps  sometimes  in  cases  where  it  is  not  abso- 
lutely necessary,  with   a  view  to   acquire  the  skill  requisite 
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to  enable  the  practitioner  to  undertake  more  severe  opera- 
tions. I  see  no  great  harm  in  that,  but  I  should  like  to  say 
a  word  or  two  on  what  may  be  called  the  ethical  side  of  the 
question.  1  should  generally  concur  in  what  Dr.  Thorburn 
said,  that  we  are  not  to  put  on  the  forceps  for  our  own  con- 
venience, but  solely  under  circumstances  in  which  the  instru- 
ment is  required  by  the  patient.  But  there  is  another  aspect 
of  the  question.  We  must  bear  in  mind  that  the  country 
practitioner  has  the  charge  not  of  one  patient  only,  but  of  a 
number  of  others  who  have  no  resource  but  in  him.  Now, 
if  he  spends  a  great  deal  of  time  over  a  multipara,  with  the 
child's  head  in  the  pelvis,  knowing  that  he  can  apply  the 
forceps  and  deliver  in  a  few  minutes  with  perfect  safety,  and 
perhaps  advantage,  and  knowing  that  he  has  an  urgent  case 
a  little  further  off  requiring  instant  attendance,  I  say  he  is 
justified  in  doing  it.  That  is  not  regarding  simply  his  own 
convenience,  but  the  interests  of  his  patients.  We  are  not 
to  look  at  a  country  practitioner  in  the  same  light  as  we 
should  regard  a  practitioner  in  town,  where  we  could  put 
another  person  in  charge  and  go  on  to  the  more  urgent  case. 
So  that  the  principle  I  have  mentioned  must  be  taken  with 
some  qualification  and  reserve.  There  are  cases  in  which 
intervention  is  necessary.  I  am  speaking  now  chiefly  of 
intra-pelvic  cases  where  the  child  is  delayed  in  the  pelvis, 
and  where  expectancy  is  exhausted.  As  to  the  employment 
of  the  ergot,  I  should  like  to  dismiss  that  at  once  as  an 
alternative  to  the  forceps.  I  should  indeed  like  to  extend 
what  I  am  going  to  say  to  the  general  application  of  ergot, 
whether  in  intra-pelvic,  brim,  or  supra-pelvic  cases,  although 
the  impropriety  of  using  ergot  increases  enormously  as  we 
ascend  towards  the  higher  cases.  I  can  hardly  refer  to  the 
evidence  of  Dr.  M'Clintock,  Dr.  Bassett,  and  others  who 
approve  of  ergot,  without  considerable  diffidence.  On 
the  other  hand,  we  know  that  Dr.  M'Clintock  does  not 
rely  so  much  upon  the  forceps  as  I  do  and  as  many 
others  do,  that  he  has  not  acquired  that  confidence  in 
the  instrument  that  we  have.  He  trusts  to  ergot,  and 
1  think    he    trusts  to    it  too    long.     I  was    glad    to    hear 
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several  speakers  object  to  it,  and  that  our  President  as 
a  rule  does  not  approve  of  it.  There  is  now  a  consider- 
able amount  of  evidence  showing  that  ergot  is  not  to  be 
trusted.  I  agree  with  Dr.  Edis  that  ergot  should  not  be 
given  when  the  patient  is  beginning  to  flag,  for  that  is  the 
time  when  ergot  is  most  dangerous;  that  is  the  time  when 
the  womau  is  exhausted  and  wants  help,  and  ergot  does 
not  help  her,  but  the  forceps  will.  This  applies  strongly  to 
the  arrest  of  the  head  in  the  brim  or  above  the  brim ;  it  is 
just  then  that  we  cannot  tell  what  difficulties  may  arise  in 
the  further  progress  of  the  head,  and  if  you  give  ergot  you 
may  do  mischief  by  rupturing  the  uterus  or  increasing  ex- 
haustion and  pressure  on  the  soft  parts.  Although  we  may 
be  justified  in  giving  ergot  when  the  head  is  nearly  on  the 
point  of  being  born,  we  are  not  justified  in  giving  it  in  any 
of  the  higher  cases.  I  say  this  the  more  especially  because 
there  is  nothing  that  ergot  will  do  in  these  cases  that  cannot 
be  done  more  safely  and  effectively  by  the  forceps.  In  these 
cases  we  had  better  give  up  ergot,  and  trust  to  the  forceps. 
I  say  nothing  as  to  the  use  of  ergot  in  arresting  haemor- 
rhage, because  that  is  beyond  the  present  question  ;  nor  will 
I  dwell  upon  the  question  whether  it  injures  the  child  or  not. 
The  President  has  quoted  the  evidence  of  Mr.  Alderson.  I 
believe  there  is  a  great  deal  of  evidence  to  show  that 
ergot  is  attended  by  larger  foetal  mortality  than  the  forceps 
in  cases  where  one  might  be  used  instead  of  the  other. 
With  regard  to  the  alternative  of  expression  or  squeezing 
out,  I  was  rather  glad  to  hear  the  emphatic  protest  against 
it  from  Dr.  Atthill,  and  also  from  Dr.  Roper,  who  equally 
condemned  it.  I  do  not  gather  from  the  President's  obser- 
vations that  he  entirely  approves  of  it  as  an  alternative  j)er 
se,  as  the  sole  means  of  effecting  delivery,  but  he  recom- 
mends it  rather  to  assist  the  forceps  or  other  means.  I  was 
house-surgeon  to  a  lying-in  hospital  thirty-five  years  ago, 
under  the  late  Dr.  Bloxam,  and  I  remember  having 
impressed  upon  me  the  importance  of  expression  or  squeez- 
ing out  or  down  in  all  stages  of  labour.  I  always  under- 
stood that  he  recommended  it  on  the  authority  of  the  Dublin 
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school.  His  practice  was  to  follow  the  child  down  even  in 
natural  labour,  and  a  fortiori  in  every  case  where  the  forceps 
was  put  on,  where  craniotomy  was  resorted  to,  and  where 
turning  was  effected.  I  have  always  adopted  that  plan  with 
advantage.  It  reduces  to  a  miuimum  the  necessary  vis  a 
fronte  traction,  and  in  that  way  equalises  the  pressure, 
shortens  the  labour,  and  diminishes  the  danger.  The  same 
practice  was  adopted  in  my  time  at  the  Queen  Adelaide 
Hospital  with  regard  to  the  placenta  as  soon  as  the  child  was 
born,  waiting  perhaps  two  or  three  minutes  in  order  that  the 
patient  might  recover  a  little  strength.  Nothing  therefore 
has  astonished  me  more  of  late  years  than  to  see  this  plan 
raised  into  the  position  of  an  invention,  with  the  name  of  a 
German  professor  attached  to  it.  It  is  necessary  to  say  a 
word  or  two  upon  the  statement  that  it  is  especially  in  the 
second  stage  of  labour  that  the  free  use  of  the  forceps  as  a 
means  of  accelerating  labour  that  would  otherwise  terminate 
naturally  may  be  justifiable,  but  we  must  be  careful  not  to 
apply  this  practice  to  the  first  stage  of  labour.  We  have 
heard  the  subject  discussed  in  reference  to  the  first  question, 
"  Does  lingering  labour  occur  before  the  cervix  uteri  is 
dilated  during  the  first  stage  of  labour  ?  "  Dr.  Hicks  answers 
that  emphatically  "  yes,"  and  Dr.  Hewitt  says  "  yes ;  "  I 
have  not  the  smallest  doubt  of  it.  As  to  the  statistics  and 
arguments  derived  from  the  Rotunda  Hospital  in  the  time 
of  Dr.  Collins,  or  those  which  Dr.  Roper  adduces,  let  me 
ask  what  is  the  history  of  a  number  of  cases  of  rupture  of  the 
uterus  in  the  first  stage  ?  I  am  talking  of  cases  where  there 
is  no  disproportion,  no  contraction  of  the  pelvis,  no  undue 
size  of  the  child,  and  in  some  instances  no  malposition  of  the 
child ;  the  uterus  may  be  distended  with  fluid,  and  mischief 
may  arise  at  that  time ;  but  it  is  far  more  likely  to  arise  when 
the  liquor  amnii  has  gone  off",  and  when  we  are  getting  a 
little  perversion  of  the  natural  order  of  labour  in  the  first 
stage,  and  when  irregular  forms  of  contraction  and  trismus 
are  apt  to  come  on.  Then  you  get  arrest  of  labour  because 
the  uterus  cannot  act  in  its  natural  way  ;  it  compresses  the 
child ;  it  does  not  drive  it  on.     If  these  cases  are  not  treated 
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properly  great  mischief  arises ;  the  patient  may  recover  from 
the  labour,  but  she  has  afterwai'ds  a  bad  convalescence 
(perhaps  she  goes  into  septicaemia  or  fever),  and  she  is  in 
danger,  and  the  child  is  in  danger.  I  will  say  a  word  or 
two  as  to  how  to  meet  those  cases.  Expectancy  is  bad  if 
trusted  to  alone.  Expectancy  is  only  letting  the  uterus 
drift  further  and  further  into  this  disturbed  and  difficult 
action.  If  you  give  opium  you  can  give  some  relief,  chloral 
still  more,  chloroform  still  more ;  but  there  is  a  remedy 
beyond  all  these,  and  that  is  nitrite  of  amyl.  There 
is  Dothing  that  allays  uterine  or  other  muscular  spasms 
so  well  as  that ;  in  two  or  three  minutes  you  may  sub- 
due the  trismus,  relax  the  uterus,  get  on  the  forceps, 
and  deliver  the  patient.  Now,  when  we  are  talking  about 
the  free  use  of  the  forceps,  we  must  bear  in  mind  that 
almost  all  the  evidence  we  have  heard  applies  to  the 
low  operation,  the  intra-pelvic  operation,  except  in  the 
case  of  Dr.  Johnston,  Dr.  Hicks,  and  a  few  others  who 
have  had  more  extended  experience.  We  have  heard  a 
Scotch  professor  telling  us  of  the  keynote  being  struck  in 
Scotland,  but  we  must  remember  that  obstetric  expe- 
rience is  a  matter  of  population,  and  the  whole  population 
of  Scotland  is  not  equal  to  that  of  London.  It  is  not 
to  the  land  of  the  mountain  and  flood  that  we  are  to  look 
for  opportunities  of  acquiring  experience  in  midwifery  of 
this  difficult  kind ;  it  must  be  in  the  great  centres  of 
population — London,  Manchester,  Liverpool,  Birmingham, 
Dublin ;  and  it  is  in  those  towns  that  the  longer  forceps 
have  come  into  use.  If  we  want  to  practise  the  high 
operation  we  must  have  the  forceps  long  enough.  The 
Scotch  instrument  is  not  long  enough.  Let  us  call  the 
instruments  themselves  in  evidence.  Here  is  a  specimen 
of  the  instrument  used  by  Dr.  Ramsbotham.  It  is  some- 
thing like  the  instrument  of  Dr.  Simpson,  which  is  a  little 
longer.  Dr.  Simpson's  has  a  double  curve,  which  is  a  great 
improvement ;  but  the  double  curve  does  not  make  the 
short  forceps  long.  I  have  used  it  when  I  have  not  had  an 
instrument  of  my  own.     It  will  not  do  where  the  head  is 
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lying  upon  or  a1)ove  the  brim  of  the  pelvis.  It  will  do  for 
brira  operations,  bnt  not  beyond  that.  "With  regard  to  the 
argument  based  on  the  instrument  itself,  I  will  quote  what 
Dr.  Simpson  says  in  his  notes  of  his  lectures: — "Never 
apply  the  forceps  until  the  os  uteri  is  fully  dilated,  and 
until  the  head  is  in  the  pelvis."  There  is  the  practica 
commentary  upon  his  forceps.  He  tells  you  to  follow  the 
practice  that  is  within  the  power  of  his  instrument,  and  that 
is  very  natural.  We  have  an  illustration  x)f  the  same  point 
in  his  celebrated  papers  upon  turning  in  contracted  pelvis. 
The  reason  why  he  turned  was  because  he  had  not  forceps 
long  enough  to  get  at  the  head,  and  he  had  no  resource  but 
to  turn.  That  is  why  turning  was  advocated  by  him  in 
preference  to  forceps.  Here  in  London,  in  Dublin,  and 
in  the  larger  towns,  if  the  head  is  upon  the  brim  of  the 
pelvis  and  accessible  to  the  long  forceps,  we  prefer  dealing 
with  the  child's  head  first  instead  of  turning  it.  Although 
I  admire  his  paper  upon  that  subject,  and  often  turn  in 
cases  of  contracted  pelvis,  it  has  been  where  there  is  such 
a  degree  of  contraction  that  the  forceps  will  not  drag  the 
child  through.  Dr.  Lever,  who  practised  in  London  amidst 
a  large  population,  contrived  a  long  forceps  for  difficult 
cases.  I  have  here  also  a  specimen  of  a  long  forceps  con- 
trived by  Dr.  David  Davis,  who  also  worked  in  London. 
It  is  a  singular  instrument,  with  one  long  blade  and  one 
short  one.  His  son  also,  who,  I  am  happy  to  say,  is  re- 
covering his  health,  having  similar  work  to  do  in  London, 
contrived  a  beautiful  pair  of  forceps,  sixteen  inches  and  a 
half  long,  with  parallel  shanks.  You  can  use  the  instru- 
ment with  both  hands,  so  that  you  have  enormous  power, 
and  can  regulate  your  work  with  the  utmost  accuracy.  In 
Manchester  a  similar  thing  has  been  done  by  Dr.  Radford, 
who  has  contrived  a  long  forceps  with  parallel  shanks.  Dr. 
Roberton  has  done  the  same  thing,  but  his  instrument  is 
not  so  good.  I  began  to  use  short  forceps  in  my  early 
practice,  but  I  soon  gave  it  up,  and  I  contrived  the  long 
forceps  now  used  so  extensively  in  Dublin.  You  can  hold 
it  with  both  hands  and  distribute  the  force  with  accuracy, 
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and  it  will  fetch  a  head  above  the  pelvis.  The  high  opera- 
tiorij  therefore,  is  an  operation  of  English  origin^  not  Scotch. 
But  in  truth  the  long  forceps  is  of  French  origin.  Although 
they  have  in  Scotland  a  great  amount  of  time  for  dogmatic 
teaching,  they  have  not  so  many  cases  to  practise  upon.  I 
will  not  say  anything  more  about  the  saving  of  infant  life, 
because  that  has  been  dwelt  upon  by  others.  With  regard 
to  the  evidence  of  damage  in  the  first  stage  of  labour  to  the 
mother  and  child,  we  have  the  statistics  of  Dr.  Churchill, 
quoted  as  they  have  been  by  Dr.  Kidd  and  others,  as  proving 
that  no  damage  comes  during  the  first  stage  of  labour;  but 
they  are  worth  very  little.  I  think  that  all  those  who  have 
studied  midwifery  clinically  will  agree  that  there  never  was 
so  much  honest  labour  misspent  as  in  the  compilation  of 
Dr.  Churchiirs  tables,  and  never  so  many  fallacies  accepted 
as  facts.  "VVe  know  very  well  that  mischief  may  arise  in 
the  first  stage  of  labour,  and  it  is  our  business  to  anticipate 
it  by  the  timely  and  judicious  use  of  forceps.  There  are  a 
number  of  cases  where  delay,  occurring  in  the  first  stage  of 
labour  from  premature  escape  of  the  liquor  amnii,  may  be 
followed  by  this  difficulty. 

Dr.  AvELiNG. — I  am  sure  Dr.  Barnes  would  be  the  last  to 
wish  that  any  error  should  be  published  with  reference  to  the 
forceps  of  Dr.  David  Davis.  Those  that  he  has  referred  to 
are  exceptionally  long.  He  had  a  long  pair  of  forceps  very 
similar  to  those  of  his  son. 

Dr.  Baknes. — I  may  say  that  Dr.  Hall  Davis  himself 
gave  me  those  instruments  a  day  or  two  ago.  Coming  to 
the  high  operation,  we  are  dealing  with  a  matter  of  great 
and  serious  importance,  and  we  are  not  to  indulge  so  lightly 
in  the  use  of  the  forceps  as  in  the  case  of  the  head  being 
delayed  in  the  pelvis.  There  ,are  two  classes  of  cases  of 
arrest  of  the  head  in  the  brim.  There  is  the  first  class, 
where  the  arrest  is  due  to  disproportion.  Either  the  head 
is  too  large,  or  the  pelvis  is  too  small,  or  there  is  mal- 
position.    In  those  cases  we  do  not  always  know  what  the 
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cause  of  arrest  is  uutil  we  have  had  time  to  observe  and  to 
put  the  patient  under  chloroform.  Those  cases  are  beyond 
our  present  consideration.  Putting  them  aside,  I  admit  that 
the  cases  which  remain,  in  which  there  is  no  disproportion 
and  no  malposition,  in  Avhich  there  is  arrest  of  the  head 
above  the  brim,  are  not  of  very  frequent  occurrence,  and 
that  is  the  only  class  of  cases  where  we  still  have  it  open  to 
us  to  apply  the  forceps.  Therefore,  I  say  again  that  the 
last  proposition  put  forward,  that  the  utility,  necessity,  and 
the  safety  of  the  forceps  become  less  frequent  as  we  ascend 
above  the  pelvic  brim,  is  untouched,  and  it  has  received  con- 
firmation from  Dr.  Hicks,  and  those  who  have  experience 
entitling  them  to  speak.  With  regard  to  craniotomy  I  do 
not  think  we  have  evidence  enough  that  the  dream,  the 
justifiable  and  scientific  dream,  of  Dr.  Tyler  Smith,  that 
craniotomy  is  on  the  point  of  abolition,  is  about  to  be 
realised.  I  do  not  think  we  have  got  so  far  as  that.  I  never 
thought  we  should ;  but  we  have  been  tending  towards  it. 
That  is  one  of  the  great  evidences  we  have  of  the  progress 
of  scientific  midwifery  in  this  country,  that  we  are  diminish- 
ing craniotomy  year  by  year.  There  is  no  possible  record  of 
experience  that  can  now  be  adduced  in  the  practice  of  the 
last  ten  years  that  could  in  any  way  parallel  the  evidence 
brought  forward  as  to  Dr.  Robert  Lee's  practice.  There  is 
nothing  to  be  compared  with  it,  and  I  say  that  it  is  due  to 
the  extended  use,  not  only  of  the  ordinary  forceps,  but  of  the 
long  forceps.  In  former  times,  when  the  head  was  arrested 
at  the  brim  of  the  pelvis,  when  the  long  forceps  was  not 
used,  there  was  nothing  for  it  but  to  perforate.  Now  the 
long  forceps  will  reach  those  cases,  and  thus  prevent  cranio- 
tomy, just  as  the  more  frequent  use  of  the  forceps  saves  the 
child  when  it  is  lower  down.  I  think  that  the  alternative 
of  ergot  will  gradually  be  exploded.  It  is  not  an  alternative 
to  the  forceps  in  the  cases  where  it  is  justifiable  to  use  it. 
And  craniotomy  as  an  alternative  will  diminish  more  and 
more  as  we  acquire  more  skill  in  the  use  of  the  forceps,  as 
we  improve  the  instrument  and  give  it  more  power.  At  the 
same  time  it  is  an  instrument  liable  to  abuse ;   but  it  is  the 
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glory  of  English  midwifery  to  improve  and  to  carry  it  up  to 
the  highest  state  of  perfection,  and  the  more  we  do  that  the 
more  we  shall  justify  this  country  as  the  country  where  the 
forceps  was  invented. 

Thanks  were  then  given  to  Dr.  Barnes  for  his  valuable 
paper. 
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CHOLERA    IN    THE    NEWLY    BORN. 
By  Dr.  John  C.  Lucas,  F.R.C.S.,  &c., 

SUEGEON    H.M.    INDIAN    ABMT. 

(Commuuicated  by  Dr.  J.  Matthews  Duncan.) 

The  following  cases  seem  to  be  of  some  interest  both  to 
obstetricians  and  to  cholera  pathologists. 

Case  1. — On  the  18th  April,  1878,  a  case  of  cholera 
occurred  in  the  person  of  a  soldier  of  the  l^th  Regiment 
Native  Infantry,  doing  duty  at  Kaladgi  in  the  Deccan  (one 
of  the  endemic  areas  of  malignant  Asiatic  cholera  in  India) . 
The  man  was  attacked  in  his  quarters  in  the  regimental  lines 
at  9  a.m.,  and  died  the  same  day  at  3.15  p.m.  He  had  two 
wives  who  lived  with  him,  and  both  nursed  him  during  his 
short  fatal  illness.  Both  these  women  were  between  the 
ages  of  twenty  and  thirty-five,  but  neither  of  them  was  at 
the  time  in  the  gravid  or  recently  confined  condition.  They 
both  escaped  from  cholera.  Simultaneously  with  this  case, 
a  woman,  the  wife  of  a  non-commissioned  officer  living  in 
the  same  lines,  but  having  separate  quarters  about  twenty 
yards  distance,  was  noticed  by  me  to  be  suffering  from 
cholerine — cholera-like  diarrhoea.  I  observed  that  she  was 
far  advanced  in  the  gravid  state,  and  from  inquiries  I  under- 
stood that  she  was  in  her  eighth  month.  She  was  about 
thirty  years  of  age.  I  adopted  measures  both  to  check  the 
diarrhoea  and  to  prevent  premature  delivery.  In  the  former 
I  succeeded,  but  in  the  latter  I  signally  failed,  for  on  the 
fourth  day  from  the  commencement  of  her  illness,  and  the  day 
after  the  purging  had  ceased,  she  was  delivered  of  a  living 
foetus ;    the  labour  was  breech  presentation,  but  easy  and 
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effected  by  natural  eflPorts,  without  any  interference  being 
called  for.  The  infant^  almost  instantly  after  it  was  born_, 
was  attacked  with  purging  and  vomiting;  the  dejections 
being  those  characteristic  of  specific  cholera^  and  lived  only 
about  an  hour  and  a  half  altogether.  I  ascertained  carefully 
that  it  was  not  even  put  to  its  mother's  breast,  nor  was  any- 
thing given  it.     The  woman  recovered. 

Case  2. — The  wife  of  a  native  officer  of  Her  Majesty's 
24th  Regiment  Native  Infantry  stationed  at  Agar  in  Central 
India  was  attacked  with  cholera  during  the  prevalence  of  an 
epidemic  in  June,  1878.  She  was  twenty-seven  years  of  age, 
and  was  at  the  time  suckling  a  child  five  months  old.  The 
child  escaped  entirely  from  cholera,  although  it  was  put  to 
the  mother's  breast  during  her  choleraic  illness. 

The  wife  of  another  native  officer  living  opposite  and  about 
twenty  feet  distance,  who  was  twenty-four  years  of  age,  and 
near  the  full  term  of  pregnancy,  was  attacked.  On  the  third 
day  of  the  disease  she  was  delivered  spontaneously.  The  child 
was  alive  and  healthy  looking ;  it  was  put  to  the  breast  by 
the  friends,  which  it  took  readily ;  twenty  hours  after  birth, 
and  after  it  had  taken  its  mother's  milk,  symptoms  of  cholera 
with  the  characteristic  dejecta — and  in  the  child's  case  it 
appeared  to  be  suffering  fi'om  cramps  in  the  legs  and  belly — 
and  with  convulsions  rapidly  supervened  and  terminated  its 
existence  nine  hours  thereafter.  The  mother  recovered. 
The  child  took  nothing  else  but  its  mother's  milk. 

Remarks. — The  points  of  interest  may  be  divided  into  (a) 
maternal  and  {b)  foetal. 

(a)  Maternal. — Does  pregnancy  or  the  parturient  state 
render  women  more  susceptible  to  the  specific  infection  of 
cholera  than  others  equally  if  not  more  exposed  to  the 
infection?  With  regard  to  other  zymotic  affections  such 
as  enteric  fever  my  experience  teaches  me  that  it  does 
so  most  certainly.  The  first  case  which  led  me  to  this  view 
occurred  in  the  autumn  of  1872.  I  have  noticed  the  same 
peculiarity  in  regard  to  scarlatina,*  and  since,  with  smallpox. 

*    Vide  '  Med.  Times  and  Gazette,'  1875,  p,  386. 
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Logically  speaking,  the  two  women  mentioned  under  the 
head  of  Case  2,  and  the  one  who  was  prematurely  de- 
livered, and  whose  child  had  died  of  cholera,  mentioned  in 
("use  1,  cannot  be  said  to  have  been  more  exposed  to  the  virus 
(whatever  its  chemical  or  physical  nature  may  be)  than  the 
two  wives  of  the  man  who  died  of  cholera.  In  the  latter 
case  the  females  drank  the  same  water  and  partook  of  the 
same  food,  breathing  the  same  air  almost,  in  short,  they  were 
under  precisely,  or  almost  precisely,  similar  hygienic 
conditions  as  their  husband.  In  addition,  these  women 
were  exposed  to  the  poison  of  cholera  from  the  dejections 
passed  by  their  husband,  and  yet  neither  of  them  took 
the  disease. 

(b)  Foetal. — (1.)  Were  these  two  cases  those  of  genuine 
cholera  Asiatica  in  the  newly  born  ?  On  this  point  it  may 
be  stated  that  there  was  not  the  slightest  doubt.  (2.)  How 
was  the  specific  virus  conveyed  with  reference  to  these  two 
premature  infants  ?  In  the  case  of  the  one,  the  offs))ring  of 
the  wife  of  the  non-commissioned  officer  described  under 
Case  1,  there  was  nothing  given  to  it,  nor  was  it  even  put  to 
the  breast,  so  that  its  mouth  was  not  brought  in  contact 
with  the  possibly  tainted  nipple  of  the  mother's  breast. 
(3.)  Was  the  poison  in  the  cases  of  the  two  newly-born 
infants  conveyed  through  the  maternal  circulation  with  the 
incubative  periods  in  utero  ?  This,  to  me,  seems  the  most 
plausible  view ;  unless  we  can  believe  that  during  their  births 
the  mouths  came  in  contact  with  the  maternal  anus  or  peri- 
neum, and  where  there  was  cholera  evacuation,  and  the 
affection  rapidly  developed.  Is  this  possible?  (4.)  Was 
the  poison,  in  the  case  of  the  second  infant,  conveyed 
through  the  medium  of  the  mother's  milk  and  taking  effect 
instantly  ?  If  so,  how  came  it  to  be  that  in  the  case  of 
the  first  woman,  who  nursed  at  the  time  a  child  five 
months,  the  latter  never  even  had  anything  approaching  to 
cholera,  and  is  still  alive  ?  I  find  that  at  the  very  time  of 
her  choleraic  attack  this  woman  had  suckled  her  child.  No 
chemist  or  mieroscopist  has  yet  been  able  to  determine  the 
precise  nature  of  the  poison  of  this  dire  malady,  but  it  may 
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be  that  in  the  multifarious  fields  of  gynseics  the  right  path 
might  be  discovered. 


Dr.  Braxton  Hicks  exhibited,  for  Dr.  R.  P.  Harris,  of 
Philadelphia,  photographs  of  a  dwarf  upon  whom  the 
Caesarean  section  had  been  performed  during  her  labour, 
and  who  had  died  three  days  after  of  peritonitis. 


DEFICIENT  DEVELOPMENT  OF  THE  UTERUS; 
ATRESIA  OF  THE  OS  EXTERNUM;  ATROPHY 
OF  THE  OVARIES;  INSANITY. 

By  Albax  Doran,  F.R.C.S. 

In  the  summer  of  1878  a  woman,  set.  38,  died  of  bronchitis 
at  Bethlem  Hospital.  When  nineteen  she  was  a  healthy  young 
woman,  of  rather  attractive  features,  and  at  that  age  is  said  to 
have  menstruated  once,  which  was  for  the  fi»'st  and  last  time. 
She  then  changed  entirely  in  appearance,  grew  much  taller, 
and  became  very  masculine.  No  hair  appeared  either  on  her 
face  or  pubes,  and  her  mammse  did  not  develop.  Her  fea- 
tures became  so  repulsive  that  she  shunned  observation, 
which  she  feared  so  much  that  the  very  idea  of  it  preyed 
on  her  mind,  and  ultimately  produced  insanity,  though  not 
till  a  few  months  before  her  death.  Admitted  into  a  private 
asylum,  she  assaulted  a  female  nurse  and  a  female  patient,  and 
was  transferred  to  Bethlem  Hospital,  where  she  soon  died  of 
pulmonary  disease.  Dr.  G.  H.  Savage  made  a  post-mortem 
examination ;  he  found  bony  growths  from  the  middle  cere- 
bral fossa  pressing  on  the  cerebrum.  '•  On  passing  a  sound 
up  the  vagina,''  he  remarks,  ''there  was  found  in  the  place 
of  the  uterus  a  slight  thickening,  and  the  lateral  ligaments 
and  ovaries  were  only  to  be  traced  in  thickened  lines  of 
tissue.'  The  external  organs  were  qiute  of  the  female  type.  No 
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clitoris  was  visible ;  a  fatty  tumour  the  size  of  a  filbert  was 
found  in  the  riglit  labium. 

The  complete  mental  history  of  this  case  is  described  by 
Dr.  G.  H.  Savage  in  the  '  Journal  of  Mental  Science' 
(vol.  xxiv,  p.  459).  That  gentleman  kindly  presented  the 
undissected  internal  organs  of  generation  to  the  museum  of 
the  Royal  College  of  Surgeons.  I  made  a  dissection  of  the 
parts,  which  is  the  specimen  now  brought  forward  ;  it  is 
marked  454a,  Teratological  Series, 

I  found  the  bladder  much  dilated,  without  any  hypertrophy 
of  its  walls;  the  subserous  tissue  beneath  its  peritoneal  in- 
vestment was  loaded  with  fat.  The  rectum  and  perineum 
were  normal.  The  vagina,  when  unstretched,  measured 
two  and  a  half  inches  from  the  vulva  to  its  upper  extremity. 
The  rugpe  were  very  well  marked  at  the  inferior  anterior 
portion,  but  elsewhere  they  were  almost  entirely  effaced. 
The  orifice  of  the  vagina  was  circular,  and  measured  three 
quarters  of  an  inch  in  diameter.  The  canal  widened  to  an 
inch  and  a  half  in  the  middle,  above  which  it  rapidly  con- 
tracted to  an  apex  marked  by  a  pin-hole  aperture,  which  was 
perfectly  impervious,  and  represented  the  os  uteri.  There 
was  no  posterior  vaginal  cul-de-sac,  but  a  digital  pouch,  a 
quarter  of  an  inch  deep,  existed  to  the  left  of  the  apex  of  the 
vagina. 

The  uterus  measured  two  inches  from  the  fundus  to  the 
rudimentary  os  uteri ;  the  cervical  portion  was  an  inch  long. 
The  fundus  was  one  inch  and  an  eighth  in  breadth.  When 
fresh  the  uterus  felt  like  a  flaccid,  thin-walled  cyst.  Its 
cavity  contained  half  a  drachm  of  a  white,  grumous,  semi- 
fluid material,  like  sebaceous  matter.  The  most  prominent 
feature  about  this  oigan  was  the  thinness  of  its  walls.  A 
quarter  of  an  inch  below  the  fundus  posteriorly,  they  were 
only  one  sixteenth  of  an  inch  in  thickness,  and  did  not 
measure  more  than  an  eighth  of  an  inch  at  their  thickest 
part.  The  os  internum  was  very  well  marked,  and  wide 
enough  to  admit  a  crow-quill.  The  canal  of  the  uterine  part 
of  the  cervix  was  quite  patent,  nor  was  the  arbor  vitae  wanting. 
This  canal  was  completely  occluded  below,    and   separated 
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from  the  pin-hole  aperture  by  a  thick  septum  ;  hence  there 
was  atresia  of  the  os  externum,  and  complete  absence  of  the 
vaginal  portion  of  the  cervix. 

The  Fallopian  tubes  were  normal.  The  right  ovary  was 
two  inches  long  and  a  quarter  of  an  inch  measured  vertically ; 
the  ligament  was  very  thick.  The  left  was  an  inch  and  a  half 
long.  On  section  a  minute  cyst  was  found  within  it,  but  in 
neither  ovary  could  a  trace  of  any  Graafian  vesicles  be  de- 
tected. A  few  minute  papillomatous  outgrowths  were 
scattered  over  the  peritoneal  covering  on  both  sides. 

This  specimen  illustrates  the  malformation  known  as 
utej'usfoetalis  in  T^wssmauVs  exhaustive  treatise,  '  Yon  dem 
Mangel  der  Gebarmutter.^  In  the  fifth  chapter  of  that  work 
a  long  series  of  cases  of  this  malformation  is  described, 
and  the  author's  conclusions  will  aid  us  in  the  considera- 
tion of  this  particular  case,  which  I  now  bring  forward. 

Kussmaul  finds  that  in  the  uteriis  fcetalis  the  length  of 
its  neck  exceeds  that  of  its  body.  Indeed,  the  latter  may 
be  not  much  larger  than  a  pea,  or  the  Fallopian  tubes  may 
open  almost  immediately  into  a  well-formed  cervix.  In  this 
case  the  neck  was  half  as  long  as  the  body,  when  normally 
it  should  be  but  a  third  its  length.  The  disproportion  is 
greater  than  at  first  apparent,  since  the  vaginal  part  of  the 
cervix  is  absent. 

Again,  this  specimen  verifies  Kussmaul's  statement,  that 
'^the  OS  internum  is,  it  appears,  as  a  rule,  scarcely  narrower 
than  the  canal  of  the  cervix"  in  this  class  of  malformation. 
The  extreme  tLinness  of  the  uterine  walls,  so  well  marked 
in  this  specimen,  is  reckoned  by  Kussmaul  as  the  most  dis- 
tinct feature  in  a  uterus  fcetalis,  next  to  the  shortness  of  the 
body.  He  also  shows  that  ill  development  of  the  vaginal 
portion  of  the  cervix  is  frequent.  Its  absence,  as  shown  in 
this  case,  is  unusual.  One  instance  of  its  complete  de- 
ficiency is  described  by  Morgagni.  The  patient  was  a  widow, 
aged  ^Q,  of  short  stature.  The  deformity  was  detected  in  her 
lifetime,  but  a  distinct,  pervious,  although  very  narrow,  os 
externum  existed. 

Ill  development   of  the  mammae,  observed  in  this    case. 
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appears  to  be  the  rale.  In  most  instances  the  patient  is 
small ;  but  Kussmaul  quotes  a  case,  described  by  Mcrkcl, 
similar,  in  m-any  features,  to  that  now  under  our  consideration . 
The  patient  was  big  and  coarse;  moreover,  the  orifice  and 
also  the  upper  extremity  of  the  vagina  were  unusually  narrow. 
The  deformity,  too,  has  been  seen  in  conjunction  with 
cretinism.     Just  as  in  this  case,  the  patient  was  insane. 

The  perfect  development  of  the  middle  part  of  the  vagina 
is  remarkable,  and  the  lateral  pouch  at  the  upper  termina- 
tion of  that  canal  is  probably  a  rudiment  of  the  cul-de-sac, 
which  could  not  be  complete  owing  to  the  absence  of  the 
vaginal  portion  of  the  cervix.  The  imperfect  condition  of 
the  OS  externum  is  singular  when  we  remember  that  the 
canal  of  the  rudimentary  cervix  is  of  the  normal  width. 


A    CASE    OF    CONGENITAL     INGUINO-OVARIAN 
HERNIA  (DOUBLE).    OPERATION.     RECOVERY. 

By  Thomas  Chambers, 

BENIOB   PnTSICIAN   TO   THE    CHELSEA    HOSPITAL   FOE   WOMEN;    COXSCLTING 
PHYSICIAN   ACCOUCHEUR   TO   THE   WESTERN    MATEBKITY,    ETC. 

History. — Emily  D — ,  a  housemaid,  jet.  24,  was  born  in 
Dublin.  She  has  had  a  lump  in  each  groin  as  long  as  she 
can  remember ;  they  have  always  been  painful  after  running 
or  walking  any  distance. 

"When  twelve  years  old  she  was  taken  to  Sir  Patrick 
Dun's  Hospital,  having  fainted  in  the  street.  While  there 
the  doctors  discovered  the  lumps,  and  as  they  could  not  be 
"  put  back,"  a  double  truss  was  ordered  for  her.  This, 
however,  could  only  be  worn  occasionally,  as  it  caused  so 
much  pain,  and  at  the  end  of  a  month  it  was  finally  discon- 
tinued in  consequence  of  the  lumps  becoming  blistered  from 
continued   irritation    and  pressure.     From    this    time    they 
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gradually  became   larger   and  more  painful    from   year   to 
year. 

When  about  17  she  was  taken  to  the  Rotunda  Hospital 
and  admitted  as  an  in-patient ;  she  remained  there  three 
weeksj  but  as  nothing  was  done  for  her  beyond  being  daily 
examined,  she  asked  to  be  discharged. 

At  19  she  came  to  London ;  the  lumps  still  continuing 
painful  and  inconvenient.  She  had  been  in  London  about 
five  years  when  a  friend  advised  her  to  apply  to  the  Chelsea 
Hospital  for  Women,  as  she  "  had  never  been  unwell  /' 
while  the  lumps  were  more  painful  and  uncomfortable  than 
they  ever  had  been  before,  so  much  was  this  the  case  that 
she  was  unfitted  for  her  duties  as  a  domestic. 

She  was  admitted  under  my  care,  March  15th,  1879. 
She  was  tall — five  feet  nine  inches,  having  a  well-developed 
female  bust,  was  rather  good-looking,  though  she  had  a  kind 
of  melancholy  in  her  expression  of  face  most  difficult  to 
define. 

Her  hair  was  dark  brown.  Eyes  hazel,  having  a  languid 
appearance.  Her  voice  was  feminine  though  not  musical. 
The  breasts  were  well-developed  and  rather  above  the 
average  size  for  a  person  so  thin.  The  nipples  were  absent, 
their  site  being  marked  by  a  circular  rose-coloured  spot  the 
size  of  a  threepenny  piece.  She  never  menstruated  or 
sufi'ered  from  leucorrhcEa  or  periodical  pains  about  the  pelvis. 
In  each  groin  there  was  an  oblong  body,  irregular  in  out- 
line, and  very  movable,  directed  obliquely  downwards  and 
inwards,  the  lower  inner  margins  resting  against  the  outer 
borders  of  the  recti  muscles.  The  right  tumour  measures 
3  X  2|  inches,  the  left  2x1^  inches.  They  were  tender 
and  sensitive  to  the  touch ;  they  have  always  occupied  their 
present  position  as  long  as  the  patient  can  remember.  They 
have  been  painful  at  times  for  several  years,  more  especially 
during  the  last  three  or  four,  when  accidentally  knocked, 
which  not  unfrequently  happened  when  engaged  in  her 
domestic  duties. 

March  19th. — She  was  placed  under  chloroform  in  order 
that  a  careful  examination  might  be  made  of  the  internal 
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as  well  as  of  the  external  organs  of  generation,  and  for  this 
purpose  she  w-as  placed  in  the  lithotomy  position.  The  first 
thing  noticed  Avas  the  total  absence  of  hair  from  the  pubes. 
The  mons  veneris  was  not  very  conspicuous.  The  labia  majora 
were  small  and  free  from  fat.  The  clitoris  was  small  but 
well  formed,  while  the  uymphse  were  rudimental.  The 
vagina  was  a  smooth  cone-shaped  opening  about  an  inch  in 
length,  having  its  cone  directed  upwards  behind  the  pubes, 
terminating  in  a  cul-de-sac. 

At  the  roof  of  this  cul-de-sac  there  was  a  triangular 
opening,  having  its  apex  upwards  and  forwards,  large  enough 
to  admit  the  end  of  the  index  finger ;  this  opening  performed 
the  office  of  meatus  urinarius,  its  orifice  M-as  irregular  and 
granular.  There  was  no  history  of  incontinence  or  of  irri- 
table bladder.  This  rudimentary  vagina  contained  no  trace 
of  the  OS  or  cervix  uteri,  neither  were  thefe  any  vestiges  of 
hymen  or  carunculse  myrtiformes.  The  most  careful  exami- 
nation, bimanual,  and  per  rectum,  failed  to  make  out  any- 
thing resembling  either  uterus  or  ovaries.  A  catheter  in  the 
bladder  and  two  fingers  in  the  rectum  which,  by  the  way, 
was  especially  capacious  and  elastic,  showed  a  total  absence 
of  any  intervening  viscus.  The  examination  was  carefully 
repeated  by  four  individuals,  all  of  whom  failed  to  detect 
either  uterus  or  ovaries  within  the  pelvis,  which  was  large 
and  well  formed  on  a  female  type.  The  patient  had  never 
experienced  any  sexual  desire  as  far  as  she  could  understand 
the  subject,  though  she  had  a  male  friend  to  whom  she  was 
much  attached.  It  may  be  objected  that  the  absence  of  the 
uterus  cannot  be  correctly  diagnosed  without  the  introduc- 
tion of  the  hand  into  the  rectum. 

I  think  such  excess  of  zeal  as  undesirable  as  it  is  un- 
necessary. 

Kussmaul,  however  (Wurtzburg,  1859),  is  of  opinion  that 
absence  of  the  uterus  cannot  be  satisfactory  made  out  in  the 
living  woman. 

The  patient  had  the  external  appearance  of  a  well-formed 
female  except  in  the  organs  of  generation — the  external  being 
small  and  ill-defined,  while  the    internal  were  either   alto- 
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getlier  wanting  or  of  doubtful  character.  She  was  supposed 
to  be  the  subject  of  hernia  of  both  ovaries^  complicated, 
perhaps,  with  absence  of  the  uterus — absence  of  menstrual 
molimen  afforded  circumstantial  evidence  favorable  to  this 
opinion.  But  a  minute  examination  carefully  conducted 
while  the  patient  was  under  chloroform  raised  the  question 
as  to  whether  this  was  not  an  example  of  that  rarer  form 
of  hermaphroditism  called  "  transverse  hermaphroditism, 
with  the  external  parts  female." 

Leopold  records  a  somewhat  similar  case,  where  the  ex- 
ternal sexual  organs  were  those  of  a  female,  and  the  general 
type  or  outline  feminine,  while  the  tumours  in  the  groins 
were  testicles.  In  1873,  Hauff  made  a  post-mortem-  on  a 
woman,  aged  51,  in  whom  he  found  no  trace  of  uterus  or 
ovaries,  while  the  vagina  ended  in  a  cul-de-sac.  She  had, 
however,  a  fine  handsome  well-made  female  form  and  pelvis. 
The  external  genitals  were  rudimentary  and  without  hair. 
Sexual  desires  were  said  to  have  been  present  during  life. 
These  facts  may  be  regarded  as  a  sufficient  excuse  for  my 
asking  the  Society  to  appoint  an  independent  committee  to 
examine  and  report  upon  the  tumours  which  form  the  ground- 
work of  this  report. 

As  the  examination  clearly  demonstrated  the  absence  of 
vagina  as  well  as  uterus,  the  question  naturally  suggested 
itself,  ''  What  ought  to  be  done  with  the  tumours  in  the 
groins  ?  '^ — presumed  to  be  ovaries.  In  order  to  be  clear  as 
to  the  best  answer  to  be  given  to  this  'question,  a  second 
examination  was  directed  to  the  groins,  when  it  was  dis- 
covered that  the  left  ovary,  or  tumour,  had  suddenly  dis- 
appeared through  a  small  annular  opening,  having  very 
sharply-defined  margins  at  a  point  which  marks  the  ten- 
dinous opening  of  the  oblique  muscle.  This  is  a  most 
interesting  and  suggestive  fact,  as  on  three  occasions,  with- 
out chloroform,  careful,  but  unsuccessful  attempts  had  been 
made  to  return  the  tumours,  while  the  left  one  spontaneously 
disappeared  as  soon  as  chloroform  was  brought  into  full 
play.  What  were  the  exciting  causes  ?  traction  of  the 
pedicle  or  relaxation  of  the  annular  opening  ?  or  a  combi- 


260  CONGENITAL    INGUINO-OVARIAN    HKRNIA. 

nation  of  the  two  ?  The  tumour  reappeared  on  the  second  day. 
There  being  neither  vagina  nor  uterus,  the  ovaries — if  such 
they  were — were  regarded  not  only  as  useless  but  worse,  in- 
asmuch as  they  were  the  constant  source  of  pain,  irritation, 
and  annoyance.  These  facts  being  explained  to  the  patient, 
she  was  quite  willing  that  they  should  be  removed. 

26th. — At  3  o'clock  she  was  placed  under  the  influence  of 
ether,  care  being  taken  to  prevent  the  left  ovary  from  again 
disappearing,  and  in  order  to  be  quite  sure  on  this  point,  it 
was  removed  first  by  an  oblique  incision  (under  antiseptic 
spray)  two  inches  in  length,  made  in  the  long  axis  of  the 
tumour.  The  skin  and  fibrinous  structures  having  been 
divided  by  the  knife  the  cellular  tissues  were  separated  by 
the  handle  and  fingers ;  this  being  accomplished,  the  tumour 
was  easily  pressed  out  of  its  bed,  enveloped  in  a  fibrinous 
capsule  which  formed  a  pedicle  more  than  an  inch  in 
breadth.  It  became  a  question  whether  this  capsule  should 
be  divided  and  left  in  the  wound  or  transfixed  and  tied  ;  the 
latter  course  was  adopted.  There  was  little  or  no  bleeding, 
only  one  small  artery  requiring  ligature.  The  right  ovary 
having  been  removed  in  the  same  way  and  under  similar 
circumstances,  the  wounds  were  closed  by  five  silk  sutures 
on  each  side,  the  two  uppermost  transfixing  the  pedicles  and 
securing  them  in  the  wounds.  They  were  dressed  with  lint 
dipped  in  glycerine  containing  ten  per  cent,  of  carbolic  acid, 
covered  with  oiled  silk  and  overlaid  with  carbolized  gauze 
and  cotton  wool,  secured  with  a  flannel  bandage  held  iu 
position  by  a  perineal  band.  A  suppository  was  introduced, 
and  the  patient  put  to  bed  on  her  back  with  her  thighs 
flexed  and  supported  by  pillows.  The  cold  produced  by  the 
continuous  spray  was  very  great,  and  notwithstanding  the 
free  use  of  hot  blankets  and  water  bottles,  complete  reaction 
did  not  take  place  for  several  hours. 

9  p.m. — Reaction  fairly  established;  has  vomited  several 
times,  which  produces  great  forcing  pains  in  the  wounds. 
"When  not  vomiting  she  suff'ers  from  intense  dragging  pains  in 
the  wounds,  more  especially  in  the  left ;  this  was  so  intense 
as  to  cause  her  to  cry  hysterically.     I  introduced  twenty 
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grains  of  Pil.  Sapouis  co.  into  the  rectum  and  gave  twenty 
drops  of  opium  by  the  mouth ;  to  suck  ice  or  drink  small 
quantities  of  barley  -vwater  to  quench  thirst. 

As  she  had  not  passed  urine  since  the  operation,  I  intro- 
duced a  catheter.  This  was  a  much  more  difficult  operation 
than  is  usually  the  case,  in  cousequence  of  the  unusual 
position  Qf  the  meatus  and  the  direction  of  the  urethra. 

12  p.m. — Pains  greatly  relieved,  has  slept  an  hour;  to 
repeat  opium  if  the  pains  return. 

27th. — Opium  was  once  repeated;  has,  on  the  whole, 
passed  a  fair  night.  Temp,  in  rectum  102°,  pulse  114.  Diet, 
milk,  beef  tea,  and  barley  water.  The  opium  to  be  repeated 
if  the  pain  returns  (Ext.  Opii,  gr.  j),  not  otherwise. 

April  2nd. — Has  progressed  satisfactorily  since  the  last 
report.  Temp.  99",  pulse  92,  Can  take  food  and  sleeps 
well;  is  much  more  cheerful  and  contented.  Dressed  the 
wounds  to-day  for  the  first  time.  The  lower  two  thirds  of 
both  wounds  had  healed,  but  the  upper  third,  where  the 
pedicles  were  secured,  were  inflamed  and  moderately  painful 
when  touched  ;  when  the  sutures  were  removed  the  sloughing 
stumps  of  the  pedicles  were  visible,  and  there  was  a  moderate 
discharge  of  fairly  healthy-looking  matter  from  the  left 
wound,  while  the  discharge  from  the  right  side  was  dark  and 
mixed  with  blood.  The  wounds  were  dressed  with  carbolic 
lotion. 

4th. — A  large  slough  was  removed  to-day  from  the  left 
side  with  one  of  the  ligatures,  the  knot  being  undone.  The 
discharge  from  the  right  side  is  dark,  grumous-looking  stuff, 
having  the  appearance  and  smell  of  menstrual  fluid.  General 
health  improving. 

11th. — The  left  wound  contmues  to  slough,  but  is  not 
ofleusive ;  the  second  ligature  came  away  to-day,  the  knot 
being  perfect,  as  when  first  applied.  The  discharge  from 
right  side  much  the  same,  though  less  in  quantity;  the 
wounds  contracting  with  exuberant  granulations ;  dressed 
with  solid  nitrate  of  silver  and  dry  lint. 

17th. — Progressing  satisfactorily;  left  side  all  but  closed. 
Right  side  still  granulating  excessively,  with  a  little  oozing 
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matter.  Introduced  director,  which  passed  obliquely  down- 
wards and  inwards  for  more  than  an  inch  and  a  half,  opened 
in  its  whole  length,  and  the  wound  filled  v/ith  dry  lint. 

22nd. — Left  side  closed  and  covered  with  a  scab.  Right 
side  much  better,  wound  contracting  ;  in  each  angle  there  is 
a  white  point  like  consolidated  lymph  ;  these,  howerer,  proved 
to  be  the  two  ligatures  with  which  the  pedicle  had  been 
secured,  the  one  perfect,  while  the  other  had  given  way  at  a 
point  directly  opposite  to  the  knot. 

25th, — AVouuds  closed.  Sitting  up  for  the  first  time. 
General  health  good,  but  feels  weak  from  long  confinement 
to  bed. 

30th. — Discharged  from  hospital  cured. 

The  left  breast  has  almost  disappeared,  while  the  right 
remains  about  the  same  as  before  the  operation. 

The  literature  of  ovarian  hernia  is  but  scanty.  Many 
authors  omit  the  subject  altogether,  while  others  refer  to  it 
in  so  casual  a  manner  as  to  render  their  remarks  devoid  of 
interest  as  well  as  of  information  : — ^  Lawrence  on  Ruptures  / 
Holmes,  '  System  of  Surgery  ;'  Gross,  '  System  of  Surgery;' 
Gaut,  '  Science  and  Art  of  Surgery;'  Simpson,  ^Diseases  of 
Women ;'  Hodge,  '  Diseases  of  Women,'  and  Byford, 
'  Diseases  of  Women,'  omit  the  subject  altogether ;  while 
Churchill,  '  Diseases  of  Women ;'  West,  '  Diseases  of 
Women  ;'  Thomas,  '  Diseases  of  Women  •'  Graily  Hewitt, 
'  Diseases  of  Women  ;'  Schroeder,  '  Diseases  of  Females  ;' 
Erichsen,  ^Science  and  Art  of  Surgery;'  and  Scanzoni, 
'  Diseases  of  Women,'  mention  the  accident  as  a  possibility, 
having  no  personal  experience,  but  advancing  that  of  Pott, 
Deueux,  and  other  old  writers. 

Pott,  '  Surgical  Works,'  1775,  p.  791 ;  Meadows,  '  Trans. 
Obst.  Soc.,'  18G1,  V,  iii,  p.  438;  MeCleur,  '  Amer.  Journ. 
of  Obst.,'  1873-4,  V,  vi,  p.  613.  Holmes  Coote,  '  Lancet,' 
1864,  each  publish  a  case  of  acquired  ovarian  hernia,  with 
operation.  The  three  former  were  successful,  while  Mr. 
Coote's  patient  died  on  tlie  fourth  day. 

As  these  cases  are  not  recent  a  short  resume  may  not  be 
out  of  place. 
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Pottj  as  a  matter  of  course^  takes,  by  commou  consent, 
precedence  of  all  other  writers  on  this  subject.  Whenever 
one  meets  with  an  author  on  ovarian  hernia  one  is  sure  to 
find  Pott  holding  the  place  of  honour  as  the  first  operator,  at 
least  the  first  successful  operator,  for  ovarian  hernia.  His 
name  has  been  handed  down  from  writer  to  writer  for  more 
than  a  hundred  years  as  the  first  operator,  without  his  title 
to  this  honour  having  ever,  as  far  as  I  know,  been  called  in 
question. 

But  a  reference  to  his  own  book,  published  in  1775,  clearly 
shows  that  he  was  the  reporter,  not  the  operator.  He  says  at 
p.  792  :  "  She  was  the  patient  of  Mr.  Nourse.  He  had  let 
her  blood  and  purged  her,  and  took  all  possible  pains  to  return 
the  parts  through  the  openings  through  which  they  had  clearly 
passed  out.  He  found  all  his  attempts  fruitless,  as  did  Mr. 
Sainthill  and  myself,  and  the  woman  being  incapacitated  from 
getting  her  bread,  and  desirous  of  submitting  to  anything 
for  relief,  it  was  agreed  to  remove  them." 

On  consulting  the  Archives  of  St.  Bartholomew's  Hospital 
it  appears  that  Mr.  Edward  Nourse  and  Mr.  Percival 
Pott  were  colleagues.  That  Mr.  Nourse  was  appointed 
surgeon  to  the  hospital  in  March,  1745,  and  Mr.  Pott  in 
November,  1749,  while  Mr.  Sainthill's  name  does  not  appear 
on  the  list  of  surgeons  to  the  hospital.  Hence,  it  is  fair  to 
infer  that  the  patient  was  first  seen  by  iSIr.  Sainthill  in  pri- 
vate practice,  and  sent  by  him  to  the  hospital,  where  she 
became  "  the  patient  of  Mr.  Nourse,"  and  was  seen  in  con- 
sultation by  Mr.  Pott,  who  published  the  case  in  his  book 
in  1775,  fourteen  years  after  the  death  of  his  colleague,  Mr. 
Nourse,  who  died  in  July,  1761. 

As  it  cannot  for  a  moment  be  supposed  that  Mr.  Nourse 
would  give  up  this  unusual  case  to  his  junior  colleague  for 
operation,  we  must  accept  the  alternative,  viz.  that  Mr. 
Nourse  was  in  reality  the  operator,  while  jNIr.  Pott  assisted 
his  colleague  and  reported  the  case. 

This  may  not  be  a  matter  of  much  importance  now, 
perhaps ;  still  I  submit  that  honour  should  be  rendered  to 
whom  honour  is  due. 
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The  patient  was  a  servant,  aged  23,  suffering  from 
acquired  double  inguino-ovarian  hernia,  "  of  some  months' 
standing."  Her  pains  were  too  severe  to  admit  of  her 
following  her  employment.  As  they — the  tumours — could 
not  be  returned  they  were  successfully  removed.  No  par- 
ticulars are  given  as  to  whether  the  pains  were  constant  or 
confined  to  the  menstrual  periods.  This,  perhaps,  was  not 
considered  a  matter  of  much  consequence  in  those  days. 

Meadows's  was  an  acquired  case  of  right  inguino-ovarian 
hernia.  The  patient  was  a  servant,  aged  23.  She  had 
suflfered  such  horrible  pains  at  the  menstrual  period  for  three 
years  that  she  was,  like  Pott's  case,  incapacitated  from  ob- 
taining her  living,  and  had  been  compelled  to  take  refuge 
"  in  a  home  for  incurables."  Mr.  Lawson  removed  the  ovary 
in  August,  1861,  by  an  incision  four  inches  long.  There 
was  no  cyst  or  sac.  The  pedicle^  which  passed  through  the 
inner  abdominal  ring,  was  ligatured  and  secured  in  the 
wound.  An  abscess  formed,  where  the  pedicle  was  secured. 
Recovery  was  complete  in  a  month.  Menstruation  became 
normal  after  the  second  period. 

McCleur's  patient  was  thirty- eight  years  of  age,  married, 
but  never  pregnant.  She  had  noticed  a  lump  in  her  left 
groin  for  eight  years.  During  the  first  six  years  it  gave  her 
neither  pain  nor  annoyance,  but  suddenly  became  exceedingly 
painful  during  a  menstrual  period,  about  two  years  before 
she  came  under  Dr.  McCleur's  care.  "  The  diagnosis  was  a 
hernia  of  the  left  ovary,  through  the  femoral  opening,  it 
coming  out  from  below  Poupart's  ligament."  Operation, 
August,  1873.  "  The  incision  was  parallel  to  Poupart's 
ligament The  pedicle,  with  contained  blood- 
vessels, being    ligatured  it   was   separated  and   the  wound 

closed Recovery  was  perfect,  without  accident 

or  incident  of  note  beyond  the  fact  that  the  ligature  did 
not  come  away  until  the  last  of  October  " — the  sixty-ninth 
day. 

Holmes  Coote  operated  on  a  patient,  in  St.  Bartholomew's 
Hospital,  suffering  from  strangulated  hernia.  The  sac  con- 
tained an  ovary,  which  was  removed.     The  patient  died  on 
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the  fourth  day.  Post-mortem  examination  demonstrated  the 
absence  of  the  uterus.  A  small  cul-de-sac,  a  little  more 
that  an  inch  in  length,  constituted  the  vagina.  Menstrua- 
tion is  reported  to  have  been  regular  during  life.  This 
statement  is  not  well  authenticated. 

Oldham,  '  Proc.  Roy.  Soc.,'  vol.  viii,  particularises  an 
interesting  case  that  came  under  his  observation  from  time 
to  time,  where  the  uterus  and  vagina  were  absent,  while  the 
other  sexual  characteristics  were  those  of  a  well -formed 
female.  There  was  a  swelling  in  each  groin  which  had  not 
been  noticed  before  puberty.  That  on  the  right  side  fre- 
quently appeared  and  again  disappeared,  and  was  of  consider- 
able size — as  large  as  a  goose-egg,  and  was  often  painful. 
The  left  was  not  larger  than  a  walnut,  and  readily  went  back 
into  the  canal.  After  a  time  they  enlarged  periodically 
every  three  or  four  weeks,  gradually  for  three  or  four  days, 
remained  stationary  for  about  the  same  length  of  time,  then 
slowly  subsided.  He  also  records  a  second  case  where  there 
was  neither  vagina  nor  uterus.  There  was  an  oval  tumour 
as  large  as  a  chestnut  in  each  groin,  very  movable,  but  never 
painful.  The  personal  appearance  of  the  patient  was  that 
of  a  well-formed  female. 

Barnes,  second  edition,  p.  300,  incidentally  mentions  a 
case  he  has  seen,  but  omits  particulars.  In  a  private  note 
he  tells  me  the  case  has  not  yet  been  published.  Loumaigne 
saw  one  case,  but  did  not  operate.  Gairdner,  the  American 
editor  of  Scanzoni's  work,  saw  a  consumptive  woman,  who 
was  suffering  from  a  right  inguino-ovarian  hernia.  At  each 
period  it  became  as  large  as  an  orange,  and  exceedingly 
painful.  After  the  period  passed  off  all  pain  and  swelling 
ceased.  Nothing  was  done.  Englisch,  of  Vienna,  saw  three 
cases ;  he  operated  unsuccessfully. 

The  '  Biennial  Retrospect  of  Medicine  and  Surgery^  of  the 
New  Sydenham  Society  for  1871  and  1872  contains  a 
resume  oi  Englisch's  observations,  published  in  1871  : — "  Of 
the  thirty-eight  cases  he  had  collected  twenty-seven  were 
inguinal,  nine  femoral,  one  sciatic,  and  one  obturator.  In 
one  third  of  the  inguinal  cases  the  displacement  was  double, 
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In  seventeen  cases  the  hernia  was  congenital.  All  the  con- 
genital cases  of  the  displacement  were  inguinal^  and  all  the 
double  cases  were  also  inguinal  ....  The  displaced  ovary  was 
in  fifteen  cases  normal,  in  seventeen  inflamed,  in  five  cystic, 
and  in  one  cancerous  degenerations  had  manifested  them- 
selves. In  fifteen  cases  of  congenital  hernia  thirteen  were 
irreducible,  while  in  fifteen  cases  of  acquired  hernia  three 
only  were  irreducible.  Of  the  cases  in  which  extirpation  of 
a  healthy  irreducible  ovary  was  performed  one  half  died  of 
subperitoneal  inflammation  and  its  results." 

Of  the  latest  systematic  writers  on  ovarian  diseases,  Spencer 
Wells  (1872)  and  Peaslee  (1873)  omit  to  mention  ovarian 
hernia  altogether ;  while  Olshausen  (1877)  epitomises  the 
whole  subject  into  little  more  than  two  pages;  he  never  saw 
a  case,  and  simply  gives  a  general  resume,  adding  little  of 
practical  importance  or  special  interest. 

He  gives  a  list  of  twenty-eight  authors  who  have  Avritten 
more  or  less  about  ovarian  hernia  since  1775,  assigning  to 
Percival  Pott  the  place  of  honour.  He  concludes  his  brief 
article  thus : — "  Perc.  Pott  was  the  first  who  removed  the 
ovaries  successfully ;  afterwards,  Deneux,  Meadows,  and 
others." 

The  most  recently  published  case  appears  in  the  '  Annales 
de  Gynecologic,'  torn,  x,  p.  328,  Paris,  November,  1878.  As 
the  case  more  closely  resembles  mine  than  any  I  have  met 
with,  a  brief  summary  may  be  interesting.  E.  Rees,  aet.  22, 
was  admitted  into  the  Clinique  de  Kiel,  October  2nd,  1876. 
Had  never  menstruated,  but  had  periodical  pains  in  the  loins 
and  thighs  every  four  weeks.  In  June,  1875,  it  was  dis- 
covered that  she  was  the  subject  of  atresia  vaginae,  for  the 
relief  of  which  she  had  been  admitted  to  the  Clinique.  The 
external  genital  organs  were  well  '^conformed."  With  a 
catheter  in  the  bladder  and  finger  in  the  rectum,  no  trace  of 
either  vagina  or  uterus  could  be  discovered,  but,  high  up,  the 
finger  discovered  the  kidney  (?). 

Four  weeks  after  admission  violent  pains  in  the  lower  part 
of  the  abdomen  called  attention  to  a  body  in  each  groin  the 
size  of    a    pigeon's   egg,  movable   and   symmetrical.     The 
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patient  alleges  to  have  found  these  swellings  at  the  age  of 
fourteen.  It  was  difficult  to  determine  whether  she  had 
sexual  feeliugs,  but  a  certain  demeanour  seemed  affirmative 
of  their  existence. 

As  the  tumours  in  the  groins — assumed  to  be  ovaries — 
were  a  source  of  pain  and  annoyance^  and  as  they  could  not 
be  reduced^  Esmarch  removed  them,  antiseptically,  February 
2nd,  1877.  The  right  ovary  was  removed  first,  and  the 
pedicle  secured  with  a  cat-gut  ligature ;  while  the  left  ovary 
was  being  removed  the  ligature  slipped  from  the  right  pedicle. 
There  was  some  hsemorrhage,  but  the  pedicle  was  soon  re- 
secured.  A  drain  tube  was  inserted  into  each  wound.  Union 
by  first  intention  as  far  as  the  lower  margin,  whence  pro- 
ceeded a  moderate  secretion. 

The  abdominal  and  pelvic  pains  abated  after  the  opera- 
tion.    She  was  discharged  at  the  end  of  the  seventh  week. 

The  ovaries  manifested  ovjilar  development. 

Remarks. — As  this  paper  has  assumed  a  length  I  did  not 
contemplate,  I  will  not  detain  the  meeting  more  than  a 
minute  or  two  in  remarking  upon  its  contents. 

Esmarch's  case,  like  mine,  support  EngliscVs  observa- 
tions in  several  particulars.  They  were  double,  congenital, 
inguinal,  irreducible,  and  associated  with  malformation  of 
the  genital  organs.  The  spontaneous  retrocession  of  the  left 
ovary  when  chloroform  was  in  full  operation  is  suggestive, 
and  worth  bearing  in  mind  when  called  upon  to  deal  with  an 
acquired  ovarian  hernia.  It  is  questionable  whether  there 
would  be  any  advantage  in  returning  a  congenital  ovarian 
hernia,  even  if  that  were  possible,  which  is  seldom  the  case. 

Cases  of  double  congenital  ovarian  hernia  have  not  often 
been  noticed  in  this  country.  The  only  two  instances  1  find 
on  record  are  those  of  Oldham.  In  one  case  the  tumours 
periodically  enlarged,  indicating  ovarian  excitement,  while 
in  the  other  there  were  no  such  indications.  Neither  were 
there  any  such  indications  in  mine,  which  I  believe  to  be 
the  first  submitted  to  operation  in  this  country. 

As  to  the  propriety  of  extirpation  in  my  case  there  can,  I 
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think,  be  little  doubt,  seeing  the  displacement  was  asso- 
ciated with  abnormal  development  of  the  genital  organs 
generally. 

Ovaries  located  in  the  groins,  under  any  circumstances, 
are  objectionable,  but  under,  such  conditions  as  existed  in 
this  instance,  alone,  and  the  constant  exciting  cause  of  pain, 
depression,  and  annoyance,  they  were  doubly  so,  extirpation 
offering  the  only  chance  of  relief. 

The  treatment  of  the  pedicle  in  these  cases  is  a  question  of 
importance.  Pott  and  Holmes  Coote  give  no  information 
beyond  the  fact  that  "  a  ligature  was  made  on  it  close  to  the 
tendon,  and  it  was  cut  off  "  (Pott).  Meadows  secured  the 
pedicle  in  the  wound,  and  an  abscess  formed  with  its  asso- 
ciated annoyance  and  risks.  McCleur  secured  the  pedicle 
with  a  long  ligature  left  hanging  from  the  wound,  which  did 
not  come  away  before  the  sixty-ninth  day.  Esmarch  secured 
the  pedicles  with  catgut,  introducing  a  drain  tube,  which 
kept  the  patient  in  bed  several  weeks  longer  than  would 
otherwise  have  been  necessary.  In  my  case  the  pedicles  were 
secured  in  and  to  the  wounds.  Suppuration  in  both  sides 
supervened,  detaining  the  patient  in  bed  a  month,  whereas 
ten  days  w^ould  have  been  sufficient  had  not  suppuration 
happened. 

These  facts  pretty  clearly  indicate  that  the  present  mode 
of  dealing  with  the  pedicle  is  unsatisfactory,  and  open  to 
many  important  objections,  as  septic  poisoning  is  thereby 
greatly  facilitated. 

Should  I  again  have  to  operate  in  a  similar  case  I  should 
most  certainly  try  the  clamp  and  actual  cautery,  removing 
as  much  of  the  pedicle  as  possible,  in  order  that  the  wound 
might  be  more  completely  closed.  My  own  observations, 
supported  by  the  experience  of  others,  would  lead  me  to  the 
belief  that  this  class  of  pedicle  is  pre-eminently  adapted  for 
the  actual  cautery  treatment.  Englisch's  observations  are 
especially  interesting  from  this  point  of  view.  He  says, 
"  Of  the  cases  in  which  extirpation  of  a  healthy  irreducible 
ovary  was  performed  one  half  died  of  subperitoneal  inflam- 
mation and  its  results." 
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If  this  is  a  correct  conclusion  this  operation  is  not  nearly 
so  simple  an  undertaking  as  the  generality  of  authors  would 
haVe  us  believe  it  to  be,  and  should  not  be  entertained 
without  due  deliberation. 

May  not  these  untoward  results  be,  in  a  great  measure,  due 
to  the  present  defective  mode  of  treating  the  pedicle  ? 

Report  on  the  specimen  presented  to  the  Obstetrical  Society 
of  London  by  Dr.  Thomas  Chambers. — The  specimen  consists 
of  two  ovoid  bodies.  The  larger  measures  2  by  1|  by  | 
inch ;  the  smaller  If  by  1  by  |  inch.  The  larger  body 
has  everywhere  a  rough  external  surface,  apparently  consist- 
ing of  separated  cellular  tissue.  On  making  a  longitudinal 
section  of  it,  a  closed  serous  sac,  enveloping  more  than  three 
fourths  of  its  surface,  is  revealed.  The  visceral  and  parietal 
layers  are  free  from  adhesions,  excepting  one  or  two  of  small 
extent,  which  are  easily  separated.  The  section  of  the 
enclosed  body  shows  four  very  distinctly  marked  lobules. 
It  has,  to  the  naked  eye,  a  glandular  appearance,  but  its 
tissue  cannot  be  pulled  out  in  tubes,  like  that  of  the  normal 
adult  testicle.  At  what  appears  to  be  its  upper  part  is  a 
mass  resembling  in  shape  the  globus  major  of  the  epididymis, 
but  consisting  only  of  fat.  A  crescentic  fold  extends  on  the 
right  side  from  this  to  the  other  extremity  of  the  body. 
Assuming  this  fold  to  correspond  to  the  connecting  fold 
between  the  globus  major  and  globus  minor  of  the  epidi- 
dymis, this  larger  body  is  therefore  the  right  testicle. 

The  smaller  body  shows  what  appears  to  be  the  visceral 
layer  of  a  similar  serous  saCj  and  a  small  portion  only  of  the 
parietal  layer,  the  remainder  of  the  latter  having  been  cut 
away.  There  is  a  mass  of  fat  at  the  top,  and  concentric 
fold  extending  downwards  on  the  left  side,  which  are  exactly 
symmetrical  with  the  similar  appearances  in  the  other  body. 
The  crescentic  fold  is  more  marked  in  the  smaller  body  than 
in  the  larger,  but^  on  section,  it  appears  to  consist  only  of 
fat,  with  a  few  small  blood-vessels.  The  longitudinal  section 
of  the  smaller  body  shows  a  similar  appearance  to  that  of 
the  larger,  except  that  the  glandular  lobules  are  smaller  and 
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loss  uumerous.  To  the  mass  of  fat  at  the  upper  part  are 
attached  two  small  peduiiculated  vesicles  coutainiug  clear 
fluid. 

A  microscopic  section  of  the  lobules  shows  a  glandular 
structure,  the  tubules  being  separated  by  a  large  amount  of 
stroma,  which,  in  some  parts,  is  rich  in  nuclei.  The  diameter 
of  the  tubules  is  for  the  most  part  about  —-jj  inch ;  that  is 
to  say,  they  are  scarcely  so  large  as  the  tubes  in  the  testis  of 
an  eight  months^  foetus,  and  are  not  more  than  one  sixth  of  the 
average  size  of  the  tubes  in  an  adult  testis.  They  are  com- 
pletely filled  with  small  nuclear  cells,  the  diameter  of  which 
is  about  T-'oiT  inch.  The  arrangement  of  the  cells  within 
the  tubes  resembles  that  seen  in  a  foetal  testicle,  but  the  tubes 
themselves  are  separated  by  a  much  greater  extent  of  stroma. 
In  one  small  lobule  at  the  lower  part  of  the  larger  body 
the  tubes  are  larger^  about  ^-^  inch  in  diameter,  or  about  the 
size  of  the  tubes  of  the  testicle  of  a  child  two  years  old. 
The  nuclear  cells  are  here  arranged  around  the  walls  of  the 
tubes,  the  lumen  of  the  tubes  being  filled  with  granular 
material. 

We  are  of  opinion  that  the  bodies  are  testicles,  the 
glandular  structure  of  which  has  never  undergone  its  normal 
development.  John  Williams, 

Alfred  L.  Galabix. 

Dr.  WiLTSHiEE  thought  the  case  one  of  the  most  instructive 
and  imi^ortant  that  had  been  brought  before  the  Society  for  some 
time.  It  showed  that  cases  of  tnae  hernia  of  the  ovary  were 
certainly  rare ;  and  that  some  of  the  supposed  instances  of  it 
were,  like  the  case  in  question,  examples  of  imperfect  male 
creatures.  Such  imperfect  and  malformed  organs  were  apt  to 
undergo  cancerous  change.  He  referred  to  one  well-marked  case 
of  hernia  of  the  ovary  which  had  been  under  his  observation  for 
some  time  in  the  person  of  a  married  woman  who  had  borne 
children.  Periodical  enlargement,  pain,  and  tenderness  were 
commonly  seen  in  true  cases.  The  microscope,  in  the  hands  of 
competent  observers,  such  as  the  members  of  the  Committee, 
whose  report  had  been  read,  had  rendered  most  valuable  aid, 
inasmuch  as  it  had  clearly  demonstrated  the  true  nature  of  the 
organs  removed. 

Dr.  John  Williams  thought  the  case  one  of  the  most  valuable 


CONGENITAL    INGUINO-OVAEIAN    HEENIA.  271 

published,  Lecause  of  the  completeness  of  the  history  and  of  the 
anatomical  examination  of  the  organs  removed.  He  knew  of  no 
case  except  that  of  Leopold,  which  had  been  so  fiilly  rej^orted, 
and  that  was  one  of  hernia  of  a  horn  of  the  uterus  with  an  ovary, 
and  not  a  simple  hernia  of  the  ovaries.  Hernia  of  the  ovary 
was  imdoubtedly  met  with,  but  it  was  generally,  if  not  in  all  cases, 
acquired ;  and  there  was  no  case  recorded  of  congenital  hernia  of 
both  ovaries  in  which  the  evidence  was  such  as  could  be  trusted. 
No  examination  had  been  made  of  the  tumour  in  the  groin  and 
evidence  thus  obtained  of  their  true  nature.  In  Dr.  Chambers's 
case,  however,  this  was  supplied,  and  the  nature  of  the  tumours 
put  at  rest.  They  were  testicles,  and  not  ovaries.  It  was  to  be 
expected  that  they  were  testicles,  for  these  organs  pass  down  the 
inguinal  canal  normally  in  order  to  descend  to  the  scrotum, 
whereas  the  ovaries  are  by  no  means  likely  to  enter  the  inguinal 
ring.  Moreover,  inguinal  hernia  was  rare  in  females.  In 
this  case  there  were  no  symptoms  which  could  be  attributed  to 
ovarian  function,  for  there  was  no  molimen.  The  lumjis  were 
at  times  painful,  but  this  was  believed  to  be  due  to  blows  and 
knocks,  and  not  to  any  physiological  change  in  them.  In  con- 
sidering cases  of  this  kind  it  should  be  borne  in  mind  that  un- 
deseencTed  testicles  are  subject  to  swellings  and  pain,  and  I 
believe  that  such  swellings  have  led  observers  to  regard  them  as 
ovaries.  It  is  far  more  probable  that  cong-eiiital  tumours  of  the 
groin  are  testicles  than  ovaries,  and  no  case  should  be  accepted 
as  ovarian  unless  the  evidence  on  the  point  sets  it  beyond 
cavil. 

Dr.  Gala3in  said  that  the  microscopic  structures  of  the 
organs  most  resembled  that  of  the  foetal  testicle,  except  that  the 
proportion  of  areolar  stroma  to  tubes  was  much  greater.  The 
cells  were  an-anged  as  in  the  foetal  organ,  completely  filling  the 
tubes  instead  of  being  placed  in  an  orderly  manner  round  an 
open  lumen,  as  is  the  case  in  a  secretive  gland  in  a  state  of 
activity.  Many  nuclei  were  seen  in  the  adjacent  stroma  similar 
to  the  nuclear  cells  in  the  tubes,  and  being  apparently  the  same 
cells  on  their  way  to  be  absorbed  through  the  lymphatics.  He 
thought  there  was  no  doubt  that  the  organs  had  never  pos- 
sessed any  excretory  ducts.  Dr.  Chambers  had  asked  him  to 
express  his  great  regret  that,  owing  to  the  effects  of  a  serious 
accident,  he  was  unable  to  be  present  at  the  meeting. 

Dr.  EouTH  said  he  should  be  sorry  so  exhaustive  and  instruc- 
tive a  paper  as  the  last  should  not  be  fully  discussed.  It  now 
ajDpeared  that  there  were  two  classes  of  cases  closely  resembling 
one  another :  cases  of  hernia  of  the  testicles  and  hernia  of  the 
ovaries,  hitherto  confounded  together.  But  there  appeared  in 
the  diagnosis  some  contradictory  circumstances  at  least  opposed 
to  what  we  should  a  priori  expect.     1.  In  this  case,  that  of  a 
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man,  there  was  a  deficiency  of  hair  on  the  pubis,  and  males  were 
generally  more  hirsute  than  females.  2.  There  was  a  total 
absence  of  sexual  desire.  Generally  in  those  cases  where  a 
testicle  was  retained  in  the  inguinal  canal  such  persons  were  un- 
usually excitable  in  this  res2:)ect.  3.  The  mammse  were  un- 
usually large,  and  occasionally  painful  and  liable  to  enlargement. 
He  should  have  liked  to  know  whether  it  was  an  enlargement 
from  obesity  or  fi'om  glandular  development.  This  point  had 
not  been  noted,  especially  in  this  case.  4.  He  should  think  also 
sufficient  stress  had  not  been  laid  on  the  marked  inci*ease  of  size 
in  the  case  of  an  enlarged  ovary  as  opposed  to  a  testicle  when 
either  were  hernial,  and  as  to  the  xxdn  experienced.  At  the 
periods  this  would  necessarily  be  more  intensified  in  the  case  of 
an  ovary  rather  than  in  that  of  a  testicle.  Both  these  pecu- 
liarities were  certainly  and  almost  always  noted  in  instances  of 
displaced  ovary  behind  the  uterus  or  between  it  and  the  rectum, 
when  occasionally  synchronously  with  enlargement  the  pain  was  so 
intense  as  almost  to  justify  Battey's  oi)eration  being  adopted  as  a 
curative  measure.  Lastly,  he  could  not  concur  with  the  author  on 
the  inadvisability  in  such  cases  of  passing  the  whole  hand  into  the 
rectum  to  make  an  accurate  diagnosis.  If  it  was  justifiable  in  any 
case  it  was  surely  in  one  in  which  it  was  essential  to  determine  the 
sex  of  an  adult.  Except  when  the  practitioner's  hand  was  unusually 
large,  it  was  with  a  little  patience  always  practicable.  A  mere 
digital  examination  would  not  suffice  in  these  cases,  because, 
owing  to  the  very  fact  of  the  hernia  and  the  ovary  being  pulled 
forwards  into  the  sac,  the  presumption  was  the  uterus  would  be 
pulled  up  also,  and  less  get-at-able.  Dr.  Eouth  instanced  a  case 
of  a  lady  in  whom,  with  full  mammary  and  vulvar  development 
and  strong  sexual  desire,  the  vagina  terminated  in  a  cul-de-sac 
about  threi;  inches  long.  It  could  not  be  determined  that  there 
was  no  uterus  until  Dr.  Kogers,  his  colleague,  and  who  possessed 
a  smaller  hand  than  he  (Dr.  Eouth)  did,  was  enabled  to  pass  his 
entire  hand  into  the  rectum  and  thus  determine  the  point. 
Digital  examinations  were  quite  inconclusive. 
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NOTE    ON   AN    ACOUSTIC   SIGN    HEARD    AFTER 
THE  DEATH  OF  THE  FCETUS. 

By  Robert  Harvey,  M.D,, 

ACTING   PEOFESSOE   OF   MIDWIFEEy,    MEDICAL    COLLEGE,    CALCUTTA, 

(Communicated  by  Dr.  Platfaih.) 

The  following  case  may  prove  of  some  interest  as  illus- 
trating a  symptom  of  death  of  the  foetus  to  which  the  atten- 
tion of  the  profession  was  first  directed  by  Stoltz,  but  which 
has  been  as  yet  but  little  studied.  It  was  described  by  Stoltz 
as  a  rustling  sound,  heard  over  the  whole  uterine  tumour,  and 
Avas  referred  by  him  to  gaseous  decomposition  of  the  liquor 
amnii. 

On  the  evening  of  the  16th  of  October  I  was  suddenly 
summoned  to  a  woman  said  to  be  flooding.  I  found  a  girl 
of  18  years  of  years,  seduced,  and  in  great  ti  ouble.  There  was 
no  htcmorrhage,  but  the  membranes  had  ruptured,  and  the 
liquor  amnii  had  soaked  several  napkins.  There  was  no 
offensive  odour  of  the  discharge.  The  os  admitted  the  tip  of 
the  finger.  The  head  presented  in  the  first  position.  There 
was  no  puffiness  of  scalp,  but  the  bones  at  the  posterior  fon- 
tanelle  seemed  to  overlap  each  other.  The  patient  said  she 
had  felt  the  fcetus  a  few  hours  before.  On  auscultation  uo 
foetal  heart  sounds  could  be  heard,  but  everywhere  on  the 
upper  part  of  the  uterine  tumour  a  distinct  rustling  sound 
was  audible,  somewhat  between  large  and  small  crepitation. 
It  got  indistinct  about  midway  between  the  umbilicus  and 
the  pubis,  and  was  inaudible  in  front  over  the  lower  half  of 
the  tumour,  though  faintly  audible  iu  the  flanks. 

There  was  no  discharge  from  the  vagina,  which  was  well 
lubricated  with  non-offensive  mucus.  I  gave  an  opinion 
that  the  child  was,  in  all  probability,  dead,  and  mentioned 
the  case  to  my  clinical  class  next  day  as  proving  the  occur- 
rence of  the  sound  described  by  Stoltz,  although  not  proving 
(then)  that  the  child  was  dead.     The  mother  was  delivered 
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on  the  night  of  October  17th,  pains  having  set  in  on  the 
evening  of  the  16th,  twenty-four  hours  after  the  rupture  of 
the  membranes.  The  child  is  described  by  the  nurse  as 
having  been  "quite  rotten  and  stinking." 

I  think  there  can  be  little  doubt  that  the  sound  was 
caused  by  the  passage  of  air  bubbles  through  the  liquor 
amnii.  It  is  to  be  noted  that  in  this  case  there  was  the 
possibility  of  the  direct  entrance  of  air  through  the  ruptured 
membranes. 

Dr.  Brunton  said  he  had  heard  similar  sounds  when  examin- 
ing tlie  abdomen,  but  he  had  put  them  down  to  contraction  of 
the  muscles  \iuder  the  stethoscope. 

Dr.  John  Williams  could  not  understand  how  it  could  be 
produced  by  passage  of  air-bubbles  through  the  liquor  amnii. 
If  the  membranes  were  ruptured  opjiosite  the  os  uteri  the  liquor 
amnii  would  naturally  escape,  if  higher  up  it  would  in  great 
part  escape  probably  to  below  the  level  of  the  opening.  In  any 
case  we  should  bear  in  mind  that  the  pregnant  utei-us  is  not  a 
rigid  body,  but  one  that  has  a  tendency  to  contract  upon  its 
contents,  and  thus  prevent  the  admission  of  air. 


NOVEMBER  5th,  1879. 

William  S.  Playfair,  M.D.,  F.R.C.P.,  President,  in  the 

Chair. 

Present — 56  Fellows  and  5  visitors. 

Books  were  presented  by  Dr.  Fancourt  joarnes,  Dr.  W. 
H.  Harris,  Miss  Agnes  McLaren,  the  Royal  Medical  and 
Chirurgical  Society,  the  Edinburgh  Obstetrical  Society, 
the  New  York  Obstetrical  Society,  and  St.  Thomas's  Hos- 
pital, 

The  following  gentlemen  were  admitted  Fellows  of  the 
Society  :— T.  Wood  Hill,  L.R.C.P.  Ed. ;  W.  Beech  John- 
ston, M.D.  ;  R.  Featherston  Phibbs,  L.R.C.P.  Ed ;  and 
Henry  Reeve,  L.S.A.  And  Charles  L.  Evershed,  M.R.C.S. 
(Arundel) ;  William  London  Reid,  M.D.  (Glasgow) ;  and 
Walter  H.  M.  Smith,  L.R.C.P.  Ed.  (Croydon);  were 
declared  admitted. 

The  following  gentlemen  were  proposed  for  election  : — 
Walter  Atkins  Grogono,  L.R.C.P.  Ed.  (Stratford)  ;  Oscar 
Dunscombe  Honiball,  M.D.  (Chester)  ;  Thomas  Geo.  Lith- 
gow,  L.R.C.P.  (Farnboro,  Hants)  ;  Marmaduke  Prickett, 
M.D.;  George  Richards,  L.R.C.P.  Ed.  (Ross);  David 
Palmer  Ross,  M.D.  (Kingston,  Jamaica) ;  James  Beresford 
Ryley,  M.D.;  and  G.  P.  M.  Woodward,  M.D.  (Bexley, 
Kent). 
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Mr.  CuLLiNGWoRTH  (Manchester)  exhibited  a  preparation 
(with  drawings  and  microscopic  sections)  of  the  uterus  and 
ovaries,  in  which  each  ovary  had  become  transformed  into  a 
fibrous  tumour  of  considerable  size.  The  following  was  the 
history  of  the  case.  A.  K — ,  a  widow,  set.  3G,  was  admitted 
to  St.  Mary's  Hospital,  Manchester,  March  11th,  1879.  She 
stated  that  she  had  a  swelling  in  the  right  groin,  which  she 
first  observed  after  the  birth  of  her  fifth  child  five  years  ago, 
but  which  she  had  afterwards  lost  sight  of  until  Christmas, 
1878,  when  she  again  noticed  it.  She  was  suffering  at  the 
time  of  admission  from  slight  uterine  hsemorrhage,  which 
had  lasted  continuously  for  about  three  months,  up  to  which 
period  she  had  menstruated  regularly.  The  patient  had  a 
florid  healthy  complexion,  and  had  not  suffered  in  her 
general  health. 

On  examination,  two  hard,  solid,  nodulated  tumours  were 
discovered  in  the  pelvis.  One,  resembling  in  size  and  shape 
a  man's  fist,  occupied  the  right  side  and  extended  a  little 
over  to  the  left,  lying  in  front  of  the  uterus  and  immediately 
beneath  the  abdominal  wall.  It  was  free,  and  movable 
within  a  limited  area.  The  second  tumour,  larger  than  the 
first,  lay  behind  the  uterus,  with  its  smaller  end  dipping 
down  into  Douglas's  pouch  which  it  completely  filled,  and 
its  larger  end  rising  up  above  the  level  of  the  fundus  uteri. 
This  tumour  could  be  tilted  slightly  upwards  and  downwards 
between  the  two  examining  hands,  but  owing  to  its  position 
was  much  less  movable  than  the  one  in  front.  Both  tumours 
communicated  a  certain  slight  degree  of  movement  to  the 
uterus,  which  was  normal  in  size  and  position,  and  which 
was  felt  to  be  loosely  connected  with  each  tumour  by  a 
pedicle  having  a  broad  attachment.  The  tumours  were  not 
adherent  to  the  surrounding  parts,  and  there  was  no  fluid, 
at  this  time,  in  the  peritoneal  cavity. 

The  uterine  haemorrhage  finally  ceased  about  the  middle  of 
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June,  from  which  time  the  patient's  health  rapidly  declined. 
She  lost  flesh,  and  ascites  supervened  to  such  an  extent 
that  on  being  admitted  as  an  in-patient  at  the  end  of  July; 
the  girth  of  the  abdomen  at  the  umbilicus  was  SOg  in., 
(lOO'S  cm.)  On  the  1.2th  of  August,  it  had  increased  to 
42^  in.  (108  cm.).  She  suffered  also  from  pleurisy,  first  on 
the  left  side  where  effusion  took  place,  and  subsequently 
over  the  greater  part  of  the  lower  lobe  of  the  right  side  where 
loud  friction  sounds  were  audible  to  within  a  short  time  of 
her  death.  On  September  10th  the  patient  became  suddenly 
worse,  with  symptoms  of  intense  dyspnoea  and  general 
collapse.     She  died  on  the  following  day. 

At  the  autopsy  the  left  pleural  cavity  was  found  full  of 
fluid,  and  the  whole  of  the  left  lung  entirely  collapsed.  On 
the  right  side,  the  lower  lobe  was  firmly  attached  by  recently 
formed  adhesions  to  the  diaphragm  and  chest-wall,  and  the 
whole  lung  was  congested  and  oedematous. 

There  was  a  large  quantity  of  fluid  in  the  peritoneal 
cavity,  and  the  peritoneum  was  thickened  and  opaque.  The 
abdominal  and  pelvic  viscera  were  healthy,  with  the  exception 
of  the  ovaries,  each  of  which  had  become  transformed  into  a 
solid  tumour,  connected  with  the  uterus  only  by  the  broad 
ligament.  (See  Plate.)  The  tumour  of  the  right  ovary  lay 
in  front  of  the  uterus  and  right  broad  ligament,  crossing 
over  to  the  left  of  the  median  line.  That  of  the  left  ovary 
was  wedged  firmly  in  the  pelvis  behind  the  uterus,  some 
force  being  required  to  extract  it.  (See  fig.  on  p.  279.) 
Neither  tumour  was  adherent.  Both  were  solid  throughout, 
with  the  exception  of  a  serous  cyst,  about  an  inch  in 
diameter,  which  had  formed  in  the  substance  of  the  growth 
on  the  right  side,  close  beneath  the  capsule.  The  weights 
and  measurements  of  the  tumours  were  as  follow  : 

Weight.  Lcnzth.  Breadth.  Tliickness. 

Eight  .  9  oz.  (255  grms.),  5  iu.  (12-7  cm.),  3f  in.  (  9-5  cm.),  2iiii.  (5-7  cm.) 
Left       .  22  oz.  (624  gnus.),  6  iu.  (15-2  cm.),  5    in.  (12-7  cm.),  3   in.  (7-6  cm.) 

The  tumours  were  firm  and  nodulated,  Avhitish-grey  in 
colour,  with  a  smooth,  glistening  surface.     It  was  evident 
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that  they  had  replaced  the  ovaries,  no  portion  of  the  normal 
tissue  of  the  ovary  remaining.  On  making  a  section,  which 
was  done  easily,  there  was  no  creaking  of  the  tissues  under 
the  knife.  The  cut  surface  was  firm,  dry,  and  homogeneous, 
of  a  whitish-yellow  appearance,  and  presented  numerous 
small  openings,  of  the  size  of  a  pin's  head,  which  were 
evidently  small  cysts,  whilst  the  larger  cyst,  already  de- 
scribed as  existing  at  one  part  of  the  periphery,  was  seen  to 
be  filled  with  a  glairy  fluid.  Numerous  whitish  bands, 
irregular  in  their  course,  passed  in  from  the  fibrous  capsule 
and  subdivided  the  tumour  into  lobes,  which  in  many  places 
had  a  concentric  arrangement.  The  portions  of  the  tumour 
enclosed  within  these  trabecula3  were  equally  firm,  presented 
a  finely  fibrous  appearance,  and  were  of  a  somewhat  yellowish 
tinge. 

The  tumours  were  examined  microscopically  in  the  patho- 
logical laboratory  of  Owens  College,  by  Dr.  Dreschfeld, 
who  has  kindly  furnished  the  following  report  : — The  micro- 
scopic structure  is  best  seen  in  sections  cut  from  a  part  of 
the  tumour  which  had  been  placed  at  once  in  Mviller^s  fluid 
and  hardened.  This  section  shows  the  tumour  to  consist  of 
fine  and  coarse  fibres,  along  with  cellular  elements,  blood- 
vessels, and  small  microscopic  cysts.  The  cellular  elements  are 
arranged  in  some  parts  of  the  tumour  in  vertical  or  transverse 
rows,  or  in  concentric  circles.  They  have  all  the  characters 
of  tissue-corpuscles;  they  possess  an  oval  nucleus,  a  long 
cell-body,  and  fine  outrunners ;  they  are  separated  from  each 
other  by  a  clear  inter -cellular  fluid  and  fine  fibrillpe.  Rows 
of  these  cells  enclose  spaces  which  are  filled  with  more 
closely-packed,  round  cells,  possessing  round  or  oval  nuclei, 
and  but  little  inter-cellular  substance.  In  some  places,  how- 
ever, a  distinct  matrix,  with  fine  fibrillse,  is  seen  to  separate 
these  cell-masses.  The  blood-vessels  are  numerous ;  the 
larger  ones  consist  of  fully-formed  arteries  and  veins,  with 
well-developed  muscular  walls;  the  smaller  ones  are  found  to 
be  capillaries,  in  many  of  which  blood-corpuscles  and  blood 
colouring-matter  are  seen.  The  section  also  shows  the 
existence  of  larger  spaces,  bounded  by  fine  fibres  which  form 
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a  kind  of  lining  membrane ;  they  are  not  lined  by  an  endo- 
thelium^  nor  do  they  contain  other  than  fluid  contents ;  their 
well-formed  fibrous  boundary,  however,  shows  them  to  be 
cysts  and  not  mere  breaks  in  the  tissue.  In  a  section 
prepared  from  a  portion  of  the  tumour  hardened  in  spirits, 
the  arrangement  of  the  fibrous  tissue  is  seen  to  better 
advantage,    but    the    cellular    elements    and    blood-vessels 


Vertical  section  showing  position  of  tumour  in  relation  to  the  uterus. 


appear  much  shrunk.  The  tumour  is  a  fibroma.  The  more 
closely-packed  cells,  found  in  addition  to  the  fibres  and 
tissue-corpuscles,  are  not  epithelial  in  character  or  contained 
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in  alveoli,  and  therefore  cannot  be  regarded  as  cancerous ; 
while  the  well-developed  walls  of  the  fully-formed  blood- 
vessels in  their  neighbourhood,  and  the  abundant  matrix 
preclude  the  idea  of  sarcoma.  The  cysts  not  being  bounded 
by  distinct  epithelium  are  probably  due  to  cystic  degeneration 
of  the  primary  tumour  masses. 

Mr.  Cullingworth,  in  remarking  upon  the  case,  said  it 
would  probably  be  regarded  as  possessing  some  interest, 
both  from  a  clinical  and  pathological  point  of  view.  Clini- 
cally, it  illustrates  very  forcibly  the  difficulties  that  occa- 
sionally surround  the  diagnosis  between  ovarian  tumours 
and  sub-peritoneal  fibroids  of  the  uterus,  difficulties  that  are 
increased  by  the  liability  of  solid  tumours  of  the  ovary  to 
become  displaced,  and  by  the  fact  that  menstruation  may 
continue  after  both  ovaries  have  become  incapacitated  by 
disease.  There  were  here  two  separate  and  movable  solid 
tumours,  loosely  connected  with  the  uterus  by  broad  bands. 
The  diagnosis  lay,  therefore,  between  solid  tumours  of  the 
ovaries  (which  might  be  either  of  a  malignant  or  non-ma- 
lignant character)  and  pedunculated  uterine  fibroids.  It 
seemed  most  unlikely  that  the  tumours  were  malignant. 
The  growth  had  not  been  rapid  ;  there  was  no  implication 
of  neighbouring  parts  ;  there  were  no  adhesions,  and  the 
general  health  had  not  suffered.  Against  the  view  that  they 
were  non-malignant  solid  tumours  of  each  ovary  was  to  be 
set  the  fact  that  such  cases  are  so  rare  as  to  be  wholly  ex- 
ceptional, while  pedunculated  fibroids  of  the  uterus  are  by  no 
means  uncommon.  Further  the  more  or  less  central  position 
of  the  tumours,  and  their  relation  to  the  uterus,  lying,  not 
on  each  side,  but  behind  and  in  front  of  it,  the  marked 
absence  of  the  ovarian  physiognomy,  and  the  long-continued 
metrorrhagia,  strengthened  the  opinion  that  the  tumours  had 
an  uterine  source.  On  the  other  hand,  there  had  to  be  taken 
into  account  the  ascites,  and  the  fact  that  the  size  of  the 
uterine  cavity  remained  normal;  as  neither  of  these  con- 
ditions, however,  is  unknown  in  connection-  with  sub-peri- 
toneal fibroids,  no  great  diagnostic  value  was  attached  to 
them.     The  nature  of  the  tumours  remained  uncertain  to 
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the  end  of  life,  but  it  was  thought,  from  the  foregoing  con- 
siderationSj  that  they  were  most  probably  uterine. 

The  case  is  interesting,  too,  in  its  pathological  aspect. 
To  show  how  rare  fibroma  of  the  ovary  really  is,  it  is  only 
necessary  to  recall  the  fact  that  when  Mr.  Spencer  "Wells 
published  his  later  work,  after  having  performed  500  ovario- 
tomies, he  had  only  met  with  two  undoubted  cases.  Indeed, 
he  goes  so  far  as  to  say  that  until  the  spring  of  1872,  when 
these  two  cases  chanced  to  come  under  his  notice,  he  had 
entertained  doubts  as  to  the  existence  of  such  tumours, 
believing,  with  Dr.  Arthur  Farre,  "  that,  excepting  the  can- 
cerous and  cancroid  cases,  most,  if  not  all,  of  the  specimens 
which  have  been  described  or  preserved  in  museums  as  ex- 
amples of  large  fibrous  tumours  of  the  ovary,  have  been 
formed  at  the  expense  of  the  proper  tissue  of  the  uterus,  and 
have  had  nothing  to  do  originally  with  the  ovary,  although 
the  latter  may  be  so  involved  in  the  mass  that  its  proper 
tissues  can  no  longer  be  distinctly  traced."  "^ 

In  December,  1857,  Dr.  AVilks  exhibited  to  the  Patho- 
logical Society  of  London  three  specimens  of  ''  fibrous 
tumours  of  the  ovaries."  It  is  evident,  however,  from  the 
full  description  given  in  the  'Transactions  '  (vol.  ix,  p.  299), 
that  only  one  of  the  three  was  a  pure  fibroma.  Of  the 
other  two,  one  was  a  fibro-myoma,  containing,  in  addition 
to  simple  white  fibre,  some  nucleated  fibre  and  long  flattened 
bands  analogous  to  the  so-called  muscular  fibres  of  uterine 
tumours.  The  other  was  an  example  of  the  tumours  de- 
scribed by  Dr.  Barnes  as  a  mere  variety  of  the  ordinary 
cystic  tumour,  differing  "  chiefly  in  the  greater  relative 
proportion  of  the  fibrous  walls,  and  the  lesser  development 
of  the  cysts.'' 

It  is  important  to  draw  a  distinction  between  tumours  of 
this  kind,  which,  though  largely  composed  of  fibrous  tissue, 
are  essentially  cystic  in  their  original  formation,  and  those 
purely  fibrous   tumours  which  contain  one    or  more  secon- 

*  'Cyclopaedia  of  Anat.  and  Pliysiologry,'  edited  hy  U.  B.  Todd,  vol.  v, 
Lnnd.,  1859  J  art.  "  Uterus  and  its  Appendages,"  p.  [j91.  Well;^,  '  Diseases  of 
the  Ovaries,  1872,  p.  49. 
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dary  cysts  in  their  substance,  as  in  the  case  of  one  of 
the  tumours  on  the  table."^  Tumours  of  the  former  kind 
are  a  mere  variety  of  the  class  cystomata  ;  whereas  the 
presence  of  cysts  in  tumours  of  the  latter  kind,  being  due 
to  an  accident,  as  it  were,  in  their  growth,  does  not  disqualify 
them  for  classification  amongst  the  fibromata. 

There  are  not  many  cases  of  ovarian  fibroma  to  be  found 
on  record ;  the  disease  is  indeed  so  rare,  that,  as  Goodell 
remarks,  '^  ovariotomists  seldom  meet  with  more  than  one 
such  case  in  a  lifetime."  Spencer  Wells,  it  has  been 
already  mentioned,  saw  only  two  cases  amongst  500  ovario- 
tomies, and  his  table  of  300  more  recent  operations  includes 
no  additional  instance.  In  none  of  Keith's  tables  is  ovarian 
fibroid  mentioned/  and  the  name  only  occurs  once  amongst 
the  many  cases  of  ovarian  disease  reported  by  Atlee  ;t 
unfortunately  the  tumour,  in  this,  as  in  so  many  instances, 
does  not  appear  to  have  been  submitted  to  microscopical 
examination.  Peaslee,J  writing  on  the  subject,  casually 
observes  that  he  has  seen  two  cases,  but  nothing  is  said  as  to 
the  character  of  the  tumours,  either  as  seen  by  the  unaided 
eye  or  under  the  microscope ;  we  learn,  however,  from  Prof. 
Thomas, §  that  at  any  rate  one  of  the  two,  removed  by  him 
in  1864,  was  not  a  true  fibroma.  Koeberle,  in  his  article 
*'Ovaires,''  in  the  '  Nouveau  Dictionnaire,'  alluding  to  fibrous 
tumours  of  those  organs,  adduces  no  illustrations  from  his 
own  experiences,  and  indeed  appears  to  recognise  only  that 

*  Virchow  gives  a  drawing  of  a  very  similar  tumour,  showing,  on  section, 
one  large  and  several  smaller  cysts  ('  Die  krankhaften  Geschwiilste,* 
iii  Bd.,  i  Halfte,  Berlin,  1867,  p.  227).  Dr.  Goodell  also  describes  a  fibroma 
of  the  left  ovary,  removed  by  operation,  in  which  there  was  a  small  secondary 
cyst  at  one  end  ('  Amer.  Journ.  Obst./  vol.  xi,  p.  152). 

t  Atlee  (Washington  L.),  '  Diagnosis  of  Ovarian  Tumours,'  1873,  p.  259. 

X  Peaslee  (R.),  '  Ovarian  Tumours,'  1873,  p.  25. 

§  Thomas  (T.  G.),  '  Diseases  of  Women,'  4th  edit.,  Phil.,  1874,  p.  656. 
The  tumour  was  of  essentially  cystic  formation.  •'  It  consisted  of  loose  fibrous 
elements,  forming  numerous  loculi  about  the  size  of  a  hickory-nut,  which  were 
filled  with  a  honey-like  material.  After  section  had  allowed  what  was  com- 
puted at  about  three  pounds  of  this  material  to  flow  away,  tlie  tumour  weighed 
a  little  more  than  fourteen  pounds." 
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exceptional  form  of  the  affection  which  commences  in  a  de- 
generation of  the  corpus  luteum. 

Two  cases  of  Spiegelberg's  are  reported.  In  one^*  a  tumour 
of  enormous  size,  weighing  with  the  uterus  sixty-six  pounds 
(30*  1  kilogr.J,  was  found  occupying  the  situation  of  the  left 
ovary ;  its  microscopical  and  other  characters,  which  are  de- 
tailed at  length,  prove  it  to  have  been  a  genuine  fibroma. 
The  second  case  was  a  tumour  of  the  right  ovary  in  a  woman 
of  twenty-six,  which  was  extirpated  by  Spiegelberg,  and 
afterwards  examined  and  carefully  described  by  Waldeyer, 
who  styles  it  a  diffuse  fibroma.f  It  was  6  inches  (15 
cm.)  long,  4^  inches  (11  cm.)  broad,  4  inches  (10  cm.) 
thick,  and  weighed  2  lbs.  (910  grammes).  It  was  very  firm 
and  hard  on  section,  and  resembled  certain  osteoid  tumours, 
containing,  besides  a  number  of  lacunar  blood-channels, 
other  spaces,  like  those  in  the  cancellous  tissue  of  bone. 

Three  specimens  of  fibrous  tumour  of  the  ovary  have 
been  shown  within  the  last  few  years  at  the  Pathological 
Society  of  London. :t  Iii  Dr.  Goodhart's  case  the  tumour 
measured  1^  in.  (3"8  cm.)  in  diameter,  was  purely  fibrous  in 
its  character,  and  could  be  seen  to  be  growing  directly  from 
the  free  or  epithelial  surface  of  the  organ.  On  section  it 
was  shown  to  spring  from  the  outer  layer  of  ovarian  stroma. 
The  origin  of  the  growth  from  the  fibrous  capsule  is  said  to 
have  been  equally  evident  in  a  preparation  exhibited  by  Mr. 
Walsham  from  St.  Bartholomew's  dissecting-room.  The 
tumour  in  this  instance  was  of  the  size  of  a  small  orange, 
and  occupied  the  position  of  the  left  ovary,  the  uterus  and 
right  ovary  being  quite  healthy.  Under  the  microscope  were 
seen  all  the  ordinary  appearances  of  a  fibroma.  The  third 
specimen,  which  had  been  removed  after  death  from  the 
body  of  a  single  woman,  set.  50,  was  shown  by  Dr.  Crisp. 
It  was  a  rounded,  nodulated  tumour,  8  lbs.  (3*6  kilogr.)  in 
weight,  attached  by  a  small  pedicle  to  the   left  ovary  and 

*  '  Monatsscbrift  fiir  Geburtskunde,'  xxviii  Band,  Berlin,  1866,  p.  415. 
t  '  Archiv  fiir  GvnJikologie,'  ii  Band,  p.  410. 

J  '  Trans.  Path.  Soc.  of  London,'  vol.  xxv,  for  1874,  p.  199 ;  vol.  xxvii,  for 
1876,  p.  216 ;  and  vol.  xxviii,  for  1877,  p.  195. 
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composed  tliroughout  of  dense  fibrous  structure.  During 
life  it  was  thought  to  be  uterine. 

In  NovemI)cr,  1871,  Lloyd  Roberts''*"  exhibited  to  the 
Manchester  Medical  Society  a  perfectly  solirT,  evenly  rounded 
tumour  of  the  right  ovary,  removed  by  abdominal  section 
from  an  unmarried  woman,  set.  24.  The  tumour  occnpiod 
u  nearly  central  position  in  the  abdomen,  which  was  tense 
and  fluctuating  from  ascites.  It  was  very  movable,  being 
attached  to  the  ovary  by  a  long  pedicle;  it  weighed  4  lbs.  2  oz. 
(1*87  kilogr.),  and  possessed  all  the  microscopic  and  other 
characters  of  a  pure  fibroma,  in  which  there  was  a  tendency 
to  concentric  arrangement  of  the  fibres ;  there  were  no  cysts 
and  no  organic  muscle  fibres. 

Lawson  Taitf  removed  a  perfectly  solid,  round,  smooth 
fibrous  tumour  of  the  left  ovary  from  a  woman,  set.  44 ;  it 
weighed  nearly  9  lbs.  (4  kilogr.),  and  had  a  Avliite,  glistening, 
trabeculated  structure,  without  any  trace  of  cystic  formation. 
A  number  of  sections  were  examined,  with  the  result  of  show- 
ing that  the  growth  was  purely  fibrous.  VirchowiJ:  describes 
the  naked-eye  and  microscopical  appearances  in  three  cases; 
one  of  the  tumours  he  terms  a  cysto-fibroma,  but  the  cysts 
appear  to  have  been  secondary  and  not  an  essential  part  of 
the  growth ;  the  other  two  were  undoubted  fibromata. 
Leopold  §  detected  a  tumour  of  the  size  of  a  walnut  in  the 
right  ovary  during  an  autopsy  ;  the  microscopic  characters 
showed  it  to  be  a  genuine  fibroma.  Sangalli||  describes  a 
similar  tumour,  and  gives  a  drawing  of  the  microscopical 
appearances.  Van  Buren  %  records  two  cases,  and  Klob  *^ 
one  case,  in  which  there  had  occurred  spontaneous  twisting 

*  '  Brit.  Med.  Journ.,'  1872,  vol.  i,  p.  138. 

t  Tiiit,  '  Diseases  of  Women,'  Loud.,  1877,  p.  2i6. 

X  Virehow,  'Die  Krankliaften  Geschwiilste,'  iii  Band,  1  Hiilfte,  Berlin, 
18r>7,  pp.  225  and  227. 

§  '  Arcluv  fiir  Gjuakologie,'  vi  Band,  Berlin,  1871,  pp.  204  and 
231. 

II  Sangalli,  '  Storia  Clinica  cd  Anatoniica  dei  Tumori,'  vol.  ii,  Pavia,  18G0, 
p.  220,  e  tav.  seconda,  fig.  xxiii. 

%  'New  York  Journ.,'  March,  1850,  p.  159,  and  March,  1851,  p.  153). 

**  Klob,  '  Batli.  Au:itouiie  d.  weibl.  Sexual-Organe,'  Wien,  lSU-1,  p.  339. 
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of  the  pedicle  on  its  axis,  producing  more  or  less  strangula- 
tion ;  in  one  of  Van  Buren's  cases,  the  strangulation  was  so 
complete  as  to  result  in  necrosis  of  the  tumour  and  death 
from  peritonitis.  Rokitansky*  narrates  an  instance  of 
slonghing  of  a  fibrous  tumour  of  the  ovary  from  the  severe 
crushing  it  had  sustained  during  parturition,  and  Klein- 
"wachterf  had  to  perform  Caesarian  section  on  account  of  the 
hindrance  to  parturition,  caused  by  an  ovarian  fibroid  of  the 
size  of  a  child's  head,  the  greater  part  of  which  had  under- 
gone ossification.  InghamJ  exhibited  to  the  Philadelphia 
Obstetrical  Society  a  fibroid  of  the  right  ovary,  slightly 
larger  than  a  foetal  head  at  term,  and  Goodell  §  showed  to  the 
same  Society  a  fibrous  tumour  of  the  left  ovary,  weighing 
4  lbs.  4  oz.  (1*9  kilogr.),  which  before  operation  was  thought 
to  be  a  uterine  fibroid ;  in  neither  case,  however,  is  there 
any  mention  of  a  microscopical  examination. 

The  cases  which  have  been  reported  of  fibroma  afi'ecting 
both  the  ovaries  are,  of  course,  extremely  few.  Solid 
tumours  of  both  ovaries  are,  for  the  most  part,  either  sar- 
comatous or  carcinomatous  in  their  character.  Out  of 
twenty  cases  collected  and  tabulated  by  Leopold||  in  his 
elaborate  and  able  paper  on  solid  tumours  of  the  ovary,  ten 
are  described  as  carcinomata,  seven  as  sarcomata,  and  three 
as  fibroid.  On  reference  to  the  original  authorities,  it 
becomes  evident  that  at  least  two  out  of  the  three  cases  in 
this  last  group  ought  scarcely  to  have  been  classed  as  fibroids, 
and  that  the  fibroid  character  of  even  the  third  case  rests 
on  but  a  slender  foundation.  Thus,  the  fibrous  nature  of 
the  tumours  in  Kiwisch's  case  receives  its  only  support  from 
a  casual  expression  of  opinion  by  Scanzoni  (who  happened 
also  to  have  seen  it),  and  was  never  confirmed  by  a  micro- 
scopical examination.^     In  Spengler's  case  **  an  enormous 

*  Rokitansky,  'Lehrbuch  d.  path.  Anatomie,'  3tte  Aufl..  iii  Baud,  p.  423. 

f  'Arcliiv  fiir  Gyiiakologie,'  iv  Band,  p.  171. 

X  '  American  Journ.  Obstetrics,'  vol.  vi,  p.  106. 

§   Ibid.,  vol.  xi,  p.  152. 

Il   Loc.  cit.,  p.  198. 

•IF  Klob,  loc.  cit.,  p.  314. 

**  Spengler,  "  Zwei  merkwiirdige  Sectionsbefuude  in  den  weiblichen  Ges- 


286  FIBROMA    OF    BOTH    OVARIES. 

solid  growth,  weighing  43  lbs.,  was  found  to  consist  of  no 
fewer  tiian  forty  different  tumours  springing  from  a  common 
trunk,  which  was  united  by  several  pedicles  to  a  tumour,  of 
the  size  of  a  duck's  egg,  in  the  anterior  wJill  of  the  uterus. 
No  trace  of  the  ovaries  could  be  found ;  they  were,  to  use 
Spengler's  own  phrase,  swallowed  up  by  the  parasite.  No 
microscopical  examination  of  the  growth  was  made,  but  there 
can  be  but  little  doubt  of  the  correctness  of  Spengler's  view, 
that  it  took  its  origin  from  the  tumour  in  the  substance  of 
the  uterus.  The  third  case  is  that  of  Foerster'^ ;  his  descrip- 
tion is  extremely  meagre,  and  does  not  include  any  mention 
of  the  microscopical  appearances. 

Some  preparations  of  fibrous  tumour  of  both  ovaries  are 
mentioned  by  T.  S afford  Lee,t  Bright,:}:  and  Dr.  Barnes 
('Diseases  of  Women,'  2nd.  ed.,  p.  319),  as  existing  in  the 
Museums  of  King's  College,  the  London  Hospital,  and 
Guy's,  but  it  is  scarcely  necessary  to  say  that  the  evidence 
afforded  by  old  pathological  specimens,  especially  those  to 
which  no  histological  description  is  attached,  must  be 
received  with  considerable  reserve.  § 

chlectstheilen,"  Casper's  '  Wocliensclirift  fiir  die  gesaminte  Heilkunde,' 
No.  34,  Jahrgang  1851,  p.  529. 

*  Foerster,  '  Handbuch  der  pathologisclien  Anatomie,'  2te  Aufl.,  ii  Band, 
Leipzig,  1863,  p.  386. 

t  Lee,  T.  Safford,  '  Tumours  of  the  Uterus  and  its  Appendages'  (Jacksonian 
Prize  Dissertation),  Lond.,  1847.  "  There  are  some  large  specimens  of  these 
[fibrous]  tumours  in  the  King's  College  Museum  ;  in  preparation  No.  4  both 
ovaries  are  enlarged  to  the  size  of  cocoa-nuts,  with  several  small  tumours 
projecting  from  the  surface.  The  structure  seems  to  be  that  of  a  tumour 
resembling  those  of  the  uterus,  with  numerous  bands  intersecting  each  other, 
and  the  interspaces  filled  up  with  cartilaginous  deposit ;  no  Graafian  cells  are 
enlarged,  but  they  all  appear  to  be  obliterated,  and  the  tissue  of  the  ovary  has 
disappeared.  The  surface  is  intersected  with  numerous  veins  forming  a  net- 
work."    (P.  225.) 

:J:  Bright,  *  On  Abdominal  Tumours,'  New  Syd.  Soc.  Lond.,  1860,  p.  146 
(with  woodcut). 

§  This  remark  cannot  be  better  illustrated  than  in  the  following  quotation 
from  Dr.  Ai'thur  Farre's  clasi^ic  article  in  Todd's  '  Cyclopjedia,'  in  reference  to 
a  preparation  preserved  in  King's  College  Museum,  as  an  example  of  fibrous 
tumour  of  both  ovaries,  probably  the  very  specimen  described  by  Lee  in  the 
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Mr.  Lawson  Tait  observed  tliat  the  ascitic  and  pleural  effu- 
sions seemed  to  him  to  be  of  very  great  imj^ortance  in  both  the 
chnical  and  pathological  aspects  of  this  case.  He  had  seen  a 
large  number  of  cases  of  ovarian  tumours  complicated  with 
cancer,  and  in  several  the  rapid  effusion  of  pleural  fluid  had 
been  the  cause  of  death.  Prom  this  fact  he  was  not  disposed  to 
accept  Mr.  Cullingworth's  specimen  as  necessarily  one  of  a  non- 
malignant  character,  the  more  that  he  (Mr.  Tait)  had  described 
a  case  of  solid  fibroid  cancer  of  both  ovaries,  in  which  the  histo- 
logical characters  coincided  very  closely  with  those  given  of 
Mr.  Cullingworth's  tumour. 

Dr.  Wiltshire  thought  that  the  pleural  effusion  was  strongly 
suggestive  of  malignancy,  unless  there  was  some  other  obvious 
cause  for  it,  e.  g.  acute  pleui'isy. 

Dr.  Caeter  said  that  in  the  year  1877  he  removed  from  a 
patient  a  large  solid  tumour  of  the  ovary ;  it  measured  thirty-two 
inches  in  its  greatest  and  twenty-five  inches  in  its  least  circum- 
ference :  it  weighed  15%  lbs.  The  tumour  was  firm,  tough, 
elastic,  quite  solid,  and  had  a  well-defined  and  easily  separable 
capsule.  It  was  attached  to  the  right  side  of  the  uteinis  by  a 
wide  expansion  of  the  broad  ligament ;  examined  under  the  micro- 
scope, it  presented  the  ordinary  structure  of  a  fibroid  tumour. 

Mr.  AiiBAN  DoRAN  had  recently  examined  a  large  tumour, 
which  was  undoubtedly  fibroma  of  the  ovary.  It  had  been  suc- 
cessfully removed  by  Mr.  Sj^encer  Wells  from  a  lady  during  the 
past  summer.  In  the  course  of  operation  the  uterus  was  found 
to  be  quite  distinct  from  the  growth,  and  the  ligament  of  the 
ovary  ran  between  them.  The  specimen  is  now  in  the  Museum 
of  the  Royal  College  of  Surgeons,  and  is  so  mounted  that  the 
Fallopian  tube  and  broad  ligament  may  be  seen  to  bear  the  same 
relation  to  the  tumour  that  they  would  normally  bear  to  the 
ovary.  The  deeper  part  of  the  growth  consisted  of  pure  white 
fibrous  tissue ;  towards  the  surface  plain  muscular  fibres  were 
found,  derived  probably  from  the  broad  ligament. 

Mr.  CuLLiNGWORTH,  in  reply  to  inquiries,  said  that  menstrua- 
tion had  taken  place  as  usual  up  to  Christmas,  1878 ;  that  from 
that  time  to  the  middle  of  June  there  was  continuous  uterine 
haemorrhage,  slight  in  degree ;  and  that  from  the  middle  of  June 

passage  cited: — "It  was  rendered  evident,"  says  Dr.  Farre,  "by  dissecting 
the  parts  and  opening  the  uterus,  which  had  not  been  done  previously,  that 
these  large  tumours,  which  hung  on  either  side  of  the  uterine  body,  had  been 
formed  at  the  expense  of  the  latter,  for  the  natural  tissues  of  the  fundus  and 
corpus  uteri  were  in  great  part  absorbed  into  and  had  evidently  contributed 
to  form  these  masses ;  and  out  of  the  apex  of  one  of  these  sprang  the  uterine 
end  of  the  Fallopian  tube,  a  clear  proof  that  this  was  not  an  ovary."  (Vol.  v, 
p.  591.) 
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up  to  the  oavly  part  of  September,  wlien  death  took  place,  there 
was  no  haemorrhage,  normal  or  abnormal.  Dr.  Rojjjers  had 
inquired  if  there  were  pain ;  there  was  aching  at  the  Ijottom  of 
the  back,  but  of  actual  pain  in  the  tumours  themselves  there  was 
none.  With  regard  to  what  had  been  said  as  to  the  possible 
cancerous  origin  of  the  effusion  into  the  pleural  and  peritoneal 
cavities,  Mr.  Cullingworth  said  that  possibility  had  been  present 
to  his  mind  when  superintending  the  autopsy,  but  that  very 
careful  and  minute  inspection  failed  to  discover  more  than  a 
thickened  and  opaque  condition  of  the  pleura  and  peritoneum. 

The   specimen  was  referred   for   report  to   a  sub-committee, 
consisting  of  Mr.  Alban  Doran  and  Mr.  Knowsley  Thornton. 


ORIGIN  OF  OVARIAN  CYSTOMA  FROM  GRAAFIAN 
FOLLICLES,  AND  PRESENCE  OF  LIMPID  FLUID 
IN  TRUE  OVARIAN  CYSTS. 

Dr.  Galabin  showed  microscopic  sections  from  a  portion 
of  an  ovarian  tumour  removed  from  a  woman  aged  49.  She 
was  in  Guy^s  Hospital  in  1878,  under  the  care  of  Dr,  Hicks, 
and  the  tumour  was  an  apparently  unilocular  cyst.  On  tapping, 
clear  limpid  fluid  like  water,  having  a  specific  gravity  of  only 
1005,  and  containing  only  a  minute  trace  of  albumen,  was 
removed.  It  was  therefore  concluded  that  the  cyst  might 
probably  be  parovarian,  and  not  truly  ovarian.  After  a  few 
months  the  cyst  again  filled.  Ovariotomy  was  performed  by 
one  of  his  surgical  colleagues,  and  unfortunately  the  patient 
died  from  haemorrhage. 

On  examining  the  tumour,  besides  the  main  cyst,  two 
other  cysts  of  considerable  size  were  found,  all  three  con- 
taining limpid  fluid,  having  the  same  characters  as  that 
removed  by  tapping.  The  tumour  had  the  same  relations  to 
the  Fallopian  tube  and  broad  ligament  as  an  ordinary  ovarian 
tumour,  and  its  wall  was  not  separable  into  two  layers,  nor 
could  the  ovary  be  discovered  distinct  from  the  tumour.     In 
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one  portion  of  the  cyst  wall  was  seen  a  small  portion  of 
tissue  about  one  and  a  quarter  inch  long,  resembling  ovarian 
tissue  full  of  small  cysts.  This  was  hardened,  and  the 
microscopic  sections  shown  were  taken  from  it. 

The  sections  showed  numerous  cystic  cavities,  of  all  sizes, 
up  to  about  one  fifth  of  an  inch  in  diameter.  The  smallest 
resembled,  in  the  character  of  their  epithelium,  and  in  other 
respects.  Graafian  follicles  at  a  very  early  stage  of  develop- 
ment, and  a  few  of  them  were  shown  to  be  really  of  this 
nature  by  their  containing  ova.  Those  somewhat  larger 
diflPered  from  Graafian  follicles,  as  normally  developed,  by 
the  fact  that  they  contained  no  ova,  and  that  the  epithelium 
remained  as  a  single  layer,  and  had  become  cylindrical  in 
character.  In  still  somewhat  larger  cysts  the  epithelium 
was  more  flattened.  The  indefinite  gradation  from  one  form 
to  another  appeared  to  show  that  all  the  cysts  were  degene- 
rated and  dilated  Graafian  follicles.  Most  of  them  did  not 
contain  limpid  fluid,  like  the  main  cysts,  but  a  colloid  ma- 
terial, of  which  sections  could  be  cut  after  hardening.  In 
many  places  a  proliferation  of  gland-like  tubes,  lined  with 
cylindrical  epithelium,  from  the  dilated  follicles  was  seen. 
Every  stage  could  be  observed,  from  the  commencement  of 
a  single  pouch-like  diverticulum  from  the  otherwise  spherical 
cyst.  This  was  doubtless  the  commencement  of  what  would 
have  become  a  proliferous  cystoma. 

The  case,  therefore,  showed  two  practical  points — first, 
that  a  clear  limpid  fluid  like  water,  of  very  low  specific 
gravity,  and  containing  only  a  trace  of  albumen,  may  be 
found  in  true  ovarian  cysts,  as  well  as  in  parovarian ;  secondly, 
that  such  a  fluid  in  the  main  cyst  may  be  associated  with  a 
proliferous  cystoma  in  the  same  ovary.  This  circumstance 
would  be  a  point  in  favour  of  extirpating  such  a  cyst  instead 
of  only  tapping  it. 

The  specimen  appeared  rather  to  tell  against  the  view  of 
Waldeyer,  recently  supported  by  De  Sinety  and  Malassez, 
that  ordinary  ovarian  cystomata  do  not  originate  from 
Graafian  follicles,  but  either  from  the  original  tubes  of 
Pfluger,  or  from  newly-formed  epithelial  tubes    ("  mucoid 

VOL.  XXI.  19 
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epithelioma")  growing  inward  from  the  surface.  The  exist- 
ence, indeed,  of  any  such  tubes  in  the  normal  development 
was  denied  by  Dr.  Foulis.  The  gland-like  tubes  seen  in  this 
instance  corresponded  exactly  in  appearance  with  the  "  epi- 
thelial tubes"  of  De  Sinety  and  Malassez,  but  they  obviously 
commenced  from  pre-existing  cysts,  and  not  from  the  surface 
of  the  ovary. 


Dr.  Playfair  exhibited  a  specimen  consisting  of  several 
large  pieces  of  uterine  decidua,  illustrating  the  extent  to 
which  the  ovum  may  occasionally  be  interfered  with  without 
abortion  occurring.  The  patient  was  the  wife  of  a  sergeant 
in  the  Coldstream  Guards,  who  had  been  sent  to  Dr.  Playfair 
by  the  surgeon  of  the  regiment.  She  had  been  married  for 
eleven  years  without  family.  She  had  missed  two  periods, 
and  had  since  suffered  from  intense  attacks  of  paroxysmal 
pain  in  her  pelvis ;  per  vag.  the  cervix  seemed  to  be  pushed 
up  behind  the  pubes,  the  os  pointing  downwards  and  back- 
wards ;  behind  and  towards  the  left  side  was  a  rounded  and 
somewhat  nodular  swelling,  but  apparently  continuous  with 
the  uterus;  the  mammae  were  enlarged,  and  the  areolae 
darkened.  These  conditions  aroused  a  strong  suspicion  of 
extra-uterine  foetation  in  an  early  stage — an  opinion  shared 
by  Dr.  Braxton  Hicks,  wlio  saw  the  case.  It  was  decided, 
in  that  case,  to  open  the  sac  with  a  galvano-caustic  knife, 
as  had  been  done  under  similar  circumstances  by  Dr.  Thomas, 
of  New  York. 

Before  deciding,  however,  it  was  determined  to  clear  up 
the  diagnosis  by  passing  the  sound.  This  was  carefully 
done,  and  the  instrument  passed  backwards  for  several 
inches.  It  was  now  apparent  that  the  pelvic  tumour  was 
a  retroflexed  fundus,  and  that  the  case  was  one  of  retroflexion 
of  the  gravid  uterus,  the  cervix  retaining  its  normal  direc- 
tion— an  example  of  which  had  been  recorded   by  Dr.  Old- 
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ham.  The  patient  was  put  to  bed,  and  abortion  was  natu- 
rally expected.  Next  day  four  or  five  large  shreds  of  decidua, 
each  as  big  as  a  half-crown  piece,  were  thrown  off,  but  the 
pregnancy  continued,  and  the  patient  is  now  in  the  seventh 
mouth,  the  child  being  vigorous  and  strong.  The  case  was 
interesting  from  the  great  obscurity  of  the  diagnosis,  which 
the  use  of  the  sound  only  could  have  cleared  up,  since  both 
the  general  symptoms  and  the  physical  condition  closely 
resembled  extra-uterine  fcetation.  Many  instances  are  known 
in  which  the  sound  has  been  inadvertently  passed  into  a 
gravid  uterus  without  causing  abortion,  but  that  the  greater 
portion  of  the  decidua  should  be  cast  off  and  pregnancy  still 
continue  was,  so  far  as  Dr.  Playfair  knew,  quite  unique  in 
obstetric  history. 


Mr.  Lawson  Tait  showed  his  apparatus  for  dilating  the 
uterine  canal  by  continuous  elastic  pressure.  It  consists  of 
a  waist  belt  with  a  strap  depending  from  it  back  and  front, 
on  which  a  series  of  hooks  are  sewn  in  a  line  close  together, 
to  allow  of  an  easy  gradation  of  the  pressure  employed. 
The  dilators  are  a  series  of  conical  vulcanite  plugs  which 
screw  on  to  a  common  stem,  which  is  usually  quite 
straight,  though  in  exceptional  cases  it  requires  to  be  bent. 
In  the  handle  of  this  stem  there  are  three  holes  through 
which  a  single  elastic  thread  is  passed.  The  point 
of  the  dilator  is  passed  into  the  cervix  and  the  elastic 
thread  is  then  fastened  to  the  hooks,  so  that  by  very 
gentle  pressure  the  plug  is  forced  into  the  cervix.  Two 
rules  require  to  be  observed,  always  to  begin  with  No.  1 
dilator,  and  that  sufficient  force  to  give  pain  should  not  be 
used,  unless  there  is  imperative  necessity  for  rapid  dilatation, 
in  which  case  opium  must  be  given.  The  uterus  may  be 
completely  dilated  in  four  or  five  hours,  but  it  is  better  that 
twenty-four  hours  should  be  given  to  the  process. 
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The  dilators  have  the  advantage  over  sponge  tents  that 
they  cause  no  offensive  smell.  Mr.  Tait  had  used  them  for 
exploration,  for  the  cure  of  dysmenorrhoea,  for  the  induction 
of  premature  labour,  and  for  the  treatment  of  stricture  of 
the  rectum. 


Dr.  Ems  inquired  whether  the  changing  of  the  dilators  every 
few  hours  was  entrusted  to  the  nurse  or  required  the  attention  of 
the  medical  man  himself.  In  private  cases  where  the  patient 
lived  at  any  distance  from  the  operator,  the  fact  of  his  having  to 
alter  and  re-adjust  the  dilator  every  few  hours  would  appear  to 
be  a  drawback  as  regards  employing  this  method  of  dilatation. 


ON  NEW  METHODS  OF  OPERATION  FOR  REPAIR 
OF  THE  FEMALE  PERINEUM. 

By  Lawson  Tait,  F.R.C.S.,  &c. 

The  admirable  papers  of  Dr.  Matthews  Duncan  leave 
nothing  to  be  said  upon  the  conditions  of  the  perinseum 
when  it  is  in  need  of  repair  or  upon  the  causes  which  produce 
them.  A  very  large  experience  of  operations  on  the  perinjeum 
has,  however,  led  me  to  desert  the  methods  of  operation 
hitherto  adopted,  and  which  are  recommended  by  Dr.  Duncan, 
and  I  now  wish  to  describe  methods  which  have  proved  to 
me  to  be  superior  to  the  old,  and  which  are  so  essentially 
different  from  anything  I  have  seen  described,  as  fairly  to 
merit  the  name  of  new. 

Referring  to  the  last  chapter  of  Dr.  Duncan's  "  Papers  on 
the  Perinaeum,"  it  will  be  noticed  that  this  distinguished 
author  regards,  as  far  as  the  operation  is  concerned,  stretching 
of  the  perinaeum  as  almost  the  same  as  laceration,  for  he 
says  that  "  it  will  be  unnecessary  to  go  over  the  steps  of  the 
operation  for  procidentia,  because,  mutatis  mutandis,  they 
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are  quite  the  same  as  in  a  case  of  laceration."  With  this  I 
do  not  agree,  for  it  will  be  seen  that  in  my  operations  for 
repair  I  regard  these  two  conditions  as  wholly  different,  and 
advise  different  details  of  procedure,  even  though  the  principles 
of  the  operations  have  a  large  amount  of  identity. 

Speaking  of  the  cases  solely  as  they  are  when  they  come 
to  us  for  repair,  I  divide  them  into  two  classes,  those  (I) 
where  the  laceration  is  complete,  and  (II)  those  where  it 
is  incomplete. 

In  the  first  class  I  rank  all  those  where  the  damage  has 
resulted  in  an  inability  to  retain  the  faeces ;  and  in  the 
second  I  include  all  those  where  the  fseces  can  be  retained, 
even  if  the  power  of  retention  be  slight,  so  that  the  patient 
may  have  to  hurry  to  the  closet  immediately  the  inclination 
to  defecate  is  felt.  Like  nearly  all  such  divisions,  this  is  of 
course  open  to  some  evident  objections,  but  its  convenience 
seems  to  me  to  more  than  counterbalance  them ;  and  the  old 
method  of  dividing  the  cases  into  those  in  which  the  sphincter 
has  been  ruptured,  and  those  in  which  it  has  not,  is  alto- 
gether faulty.  Thus,  I  have  operated  upon  three  cases  lately, 
in  none  of  which  the  sphincter  had  been  at  all  damaged,  and 
yet  there  was  constant  fsecal  dribbling.  Again,  I  have  seen 
many  cases  in  which  complete  rupture  of  the  sphincter  had 
occurred,  and  yet  where  the  dribbling  took  place  only  when, 
the  patient  was  affected  by  diarrhoea.  Finally,  some  authors 
have  described  two  methods  .of  operation  based  upon  this 
division  of  the  cases,  and  have  therefore  confused  two  alto- 
gether different  operations,  of  both  of  which  it  is  my  intention 
to  describe  modifications — colporaphy  and  perinseoraphy. 

A  third  class  of  cases — those  where  it  is  necessary  to  ex- 
tend the  perinseum,  which  has  only  been  stretched  by  pro- 
truding viscera,  or  which  has  been  torn  only  to  that  slight 
and  inevitable  extent  which  Dr.  Duncan  points  out  as  asso- 
ciated with  first  labours,  are  to  be  included,  as  far  as  the 
method  of  operation  is  concerned,  with  those  in  which  there 
is  incomplete  laceration. 

Another  fact  upon  which  I  might  claim  consideration  for 
this  method  of  division  is  that  cases  of  the  first  class  are 
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those  in  which  a  surgical  operation  is  the  only  remedy ; 
whilst  in  those  of  the  second  the  patient  may,  as  a  rule,  he 
by  various  kinds  of  support  made  quite  comfortable,  at  least 
for  a  time,  during  which  there  may  exist  strong  reasons 
against  surgical  interference. 

The  principles  upon  which  my  new  method  of  operating  is 
based  are  chiefly  two.  The  first  is  that  no  tissue  is  removed, 
flaps  being  lifted  only,  so  that  if  the  operation  fails  they  go 
back  to  their  original  position,  and  the  patient  is  left  just  as 
she  was,  without  detriment  to  the  success  of  a  repeated 
eflFort,  as  is  the  case  if  edges  are  pared.  The  second  principle 
applies  to  the  method  of  application  of  the  stitches.  Hitherto 
these  have  been  recommended  to  be  applied  through  the 
thickness  of  the  flap,  and  in  interrupted  fashion,  like  skiu 
sutures.  In  my  method  they  are  applied  in  the  axis  of  the 
wound,  and  so  as  to  be  practically  continuous. 

The  extent  to  which  the  damage  may  be  carried  in  a  case 
of  complete  laceration  varies  very  much,  but  in  the  worst 
case  I  have  seen,  and  that  upon  which  my  illustration  is 
based,  the  rent  went  completely  through  all  the  structures 
for  a  distance  of  nearly  three  inches  upwards  from  the  anus 
and  posterior  commissure  of  the  vulva.  As  the  form  of  the 
perinaeum  and  passages  varies  indefinitely  in  different  women, 
some  of  the  details  of  my  description  may  not  be  found 
universally  applicable.  But  I  think  the  principles  I  desire 
to  lay  down  may  be  adapted  to  all  cases — at  least  I  have  not 
found  a  case  yet  where  they  have  failed  me. 

In  all  cases  where  some  of  the  perinaeal  structures  have  been 
left  untorn,  yet  where  there  has  been  complete  laceration, 
according  to  my  definition,  I  deal  with  the  untorn  remnants 
as  if  they  had  been  divided  ;  that  is  to  say,  I  divide  them  and 
then  reunite  them;  for  I  find  it  infinitely  easier  to  deal  with 
a  torn  perinseum  than  with  a  recto-vaginal  fistula. 

The  description  of  the  operation  for  completely  torn 
perinaeum  in  the  most  recent  text-book  is,  briefly,  that  a 
portion  of  the  skin  and  mucous  membrane  should  be  dis- 
sected off  each  side,  so  that  the  portion  should  be  continuous 
at  the  apex  of  the  rent,  the  sides  of  the  dissection  corre- 
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spending  in  extent,  and  the  incision  and  dissection  being 
made  by  the  scalpel.  As  a  rule  I  do  not  use  the  scalpel  at 
all,  but  do  the  work  by  means  of  sharp-pointed  scissors. 
I  run  the  point  of  the  lower  blade  through  the  skin  and 
mucous  membrane  (along  the  line  c  c  c  c)  to  such  a  depth 
only  as  will  enable  me  to  turn  a  flap  backwards  from  each 
edge  of  the  rent  into  the  rectum.  (All  direction  is  considered 
as  being  to  or  from  the  central  axis  of  the  vagina.) 

In  making  this  incision  it  is  important  not  to  cut  at  right 
angles  to  the  vaginal  surface,  but  at  a  somewhat  acute  angle 
to  it,  so  as  to  level  the  flaps  outwards.  The  depth  of  the 
incision  must  also  be  so  regulated  as  not  to  risk  the  life 
of  the  flap. 

By  thus  removing  no  tissue  I  secure  that  my  patient  is 
made  no  worse  for  any  future  operation  should  my  first  fail 
— an  event  which  has  not  yet  happened ;  and  this  principle 
of  shifting  flaps  I  have  found  of  immense  advantage  in  re~ 
peated  fistula  operations,  where  the  paring  of  the  edges 
would  have  been  fatal  to  any  after  attempts  if  the  early 
ones  failed. 

When  the  raw  surfaces  are  adjusted  and  fastened  together, 
it  will  be  seen  that  these  reverted  flaps  form  a  valve,  unin- 
terrupted by  stitches,  which  closes  from  the  rectum,  and 
therefore  must  greatly  aid  the  healing  of  the  wound  by  pre- 
venting the  admission  of  faeces.  To  this  peculiarity  I  attribute, 
very  largely,  the  uniform  success  which  I  have  had  with  this 
operation  in  a  number  of  cases  which  is  now  pretty  large. 

For  the  introduction  of  the  sutures  I  use  no  special  needle. 
The  ordinary  handled  needle,  if  it  makes  not  too  large  a 
hole,  or  a  common  curved  needle  in  a  needle-holder,  threaded 
with  some  of  Pearsall's  pure  silk,  is  all  that  is  wanted.  After 
very  large  experience,  I  prefer  this  material  for  the  stitches 
to  wire  or  silkworm  gut,  and  chiefly  for  the  reason  that  it  gives 
the  patient  no  pain ;  and  it  causes  no  more  irritation  than 
either  of  the  others  mentioned.  I  have  entirely  given  up 
quilling,  or  any  other  special  means  of  fastening  the  threads, 
as  troublesome  and  wholly  unnecessary.  The  common  knot 
with  two  reefs  in  the  first  hitch  is  quite  sufficient. 
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The  method  of  introducing  the  stitches  is  very  simple 
when  seeUj  but  is  somewhat  difficult  to  explain.  A  reference 
to  the  woodcut  will  probably  make  it  clear. 


A 


A,  A.  Reverted  flaps. 

B,  B.  Line  at  which  reflection  of  flap  takes  place. 

C,  c,  0.  Line  of  incision  from  which  flaps  are  reverted. 
1,  2.  Circular  septal  stitches. 

3,  4,  5,  6.  Deep  perinseal  stitches. 


The  upper  stitch  (1)  is  first  introduced.  The  needle  may 
be  passed  from  either  side  into  the  septum^  about  an  inch 
from  the  apex  of  the  rent,  and  its  entrance  and  exit  should 
always  be  just  at  the  line  of  reflexion  of  the  flap  (b,  b.).  It  is 
passed    in  the  thickness  of   the  septum,  and    brought  out 
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within  a  quarter  of  an  inch  of  the  apex  of  the  rent,  entered 
again  and  passed  similarly  in  the  thickness  of  the  septum, 
and  out  again  opposite  its  original  entry.  If  properly  passed, 
it  should  not,  when  tightened,  be  seen  or  felt  either  in  the 
vagina  or  rectum,  but  should  pass  between  the  two  mucous 
surfaces  through  its  whole  extent.  The  stitches  are  not  to 
be  tightened,  however,  until  they  have  all  been  placed. 

If  necessary,  on  account  of  the  extent  of  the  rent,  a  second 
stitch  (2),  similar  to  the  first,  should  be  placed  lower  down ; 
but,  as  a  rule,  one  and  the  perinseal  stitches  will  be  found 
enough ;  indeed,  in  very  many  cases,  the  perinseal  stitches 
will  do  all  that  is  required,  and  septal  stitches  are  needed 
for  bad  cases  only.  The  perinseal  stitches  should  never  be 
less  than  three  in  number,  and  should  generally  be  four. 
The  middle  one,  or  the  third  if  there  are  four  (No.  5), 
should  be  introduced  just  within  the  line  of  incision,  as 
indicated  in  the  drawing,  on  a  plane  with  the  septum,  and 
its  stitches  if  there  be  any.  If  there  be  no  septal  stitch, 
then  this  middle  perinseal  stitch  (5)  should  be  made  to  miss 
a  small  part  of  the  apex  of  the  wound,  about  a  quarter  of  an 
inch,  as  in  this  way  more  accurate  adaptation  of  the  wound 
is  secured.  The  most  posterior  stitch  is  placed  just  in  front 
of  the  reflected  flaps,  and  the  front  ones  are  placed  where 
they  may  seem  to  be  most  serviceable,  all  being  introduced 
within  the  line  of  incision  (c,  c,  c). 

All  bleeding  having  been  stopped,  and  the  wound 
thoroughly  cleansed,  the  septal  stitches  are  to  be  first 
secured,  care  being  taken  that  the  flaps  are  turned  well  into 
the  rectum,  and  not  caught  in  the  tightened  stitch ;  this 
being  really  the  most  important  part  of  the  operation.  The 
middle  perinseal  stitch  is  next  to  be  secured,  and  then  the 
posterior ;  the  same  precautions  with  the  flaps  being  taken. 
The  anterior  stitches  are  then  to  be  secured,  and  the  ends  of 
all  cut  ofi",  leaving  about  half  an  inch  of  thread. 

The  repaired  perinseum  should  then  present  the  appear- 
ance of  an  entire  structure  with  a  line  of  incision  just  skin 
deep  down  the  raphe,  from  within  which  the  ends  of  the 
perinseal  stitches  emerge.     If  the  two  edges  of  this  incision 
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do  not  lie    quite  close    together,  two  or    three  superficial 
stitches  had  better  be  placed  to  bring  them  close. 


Before  the  operation  the  bowels  of  the  patient  should  have 
been  thoroughly  opened,  and  washed  out  with  an  enema. 
Both  vagina  and  rectum  must  be  washed  out  very 
carefully  with  carbolic  water  night  and  morning,  and 
twenty-four  hours  must  never  be  allowed  to  pass  without  the 
bowels  being  moved.  To  close  the  bowels  for  eight  days  with 
opium,  as  recommended  by  Dr.  Duncan  and  others,  is,  in 
my  opinion,  the  most  likely  way  to  make  the  operation  a 
failure. 

I  always  direct  the  daily  use  of  small  enemata  of  oil,  to 
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make  perfectly  sure  that  hardened  fseces  shall  not  tear  open 
the  wound. 

Finally,  the  stitches  should  not  be  touched  for  a  fortnight, 
twelve  days  at  least. 

For  the  repair  of  the  perinaeum  in  such  cases  where  the 
laceration  has  not  been  complete,  or  where  the  damage  has 
been  due  chiefly  to  stretching,  another  operation,  somewhat 
similar  in  principle,  is  what  I  recommend.  An  incision  is 
made  by  scissors  in  a  horse-shoe  direction  round  the  posterior 
commissure  of  the  vulvar  orifice,  and  as  far  forwards  on 
either  side  as  circumstances  may  demand.  A  broad  mucous 
flap  is  then  to  be  raised,  and  turned  upwards  and  inwards, 
the  raw  edges  below  it  being  united  by  stitches  in  the  way 
already  described.  The  advantage  of  leaving  the  flaps 
instead  of  removing  them  is  that  by  their  union  they 
strengthen  the  bridge  of  tissue  which  has  to  bear  the 
procident  mass,  or  if  the  operation  should  fail,  they  fall 
back  in  their  places,  and  merely  require  re-lifting  for 
another  attempt. 

Dr.  Ems  had  had  no  oppoi'tunity  of  testing  the  advantages  of 
this  operation,  but  there  was  one  point  of  practical  clinical 
interest  he  was  glad  to  see  Mr.  Tait  insisted  on,  and  that  was  the 
advisability  of  obtaining  regular  relief  from  the  bowels,  even 
from  the  very  first  day  after  the  operation.  Dr.  Edis  had  pursued 
this  plan  for  many  years,  and  with  marked  advantage.  He 
thought  that  the  success  of  many  a  careful  operation  was 
jeopardised  if  not  entirely  defeated  by  the  habit  still  inculcated 
by  many  of  allowing  the  bowel  to  become  distended  with 
hardened  fseces  for  a  week  or  ten  days  following  the  operation, 
the  action  of  the  bowels  being  then  often  entrusted  to  some 
inexperienced  nurse. 

Dr.  Easch  asked  if  and  with  what  results  Mr,  Tait  had 
practised  his  operation  in  cases  of  prolapse  and  rectocele,  espe- 
cially in  those  cases  where  very  little  external  rupture  of  the 
perinseum  existed.  Dr.  Rasch  had  long  given  up  Baker  Brown's 
operation,  as  it  gave  no  permanent  good  results.  Professor 
Simon's  operation  which  he  then  took  up  was  much  better,  but 
it  was  from  Hegar's  modification  of  it  that  he  had  seen  the  best 
results,  and  he  considered  it  still  the  best  operation  for  all  cases  of 
ruptured  perinaeum  as  well  as  prolapse.  If  carefully  done,  par- 
ticularly in  applying  the  sutures,  it  was  almost  sure  to  succeed. 
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The  \n.rrfo.  triangle,  wliich  is  dissected  off  from  the  posterior 
vaginal  wall  Avith  the  apex  nearly  as  high  up  as  the  cervix  gave, 
when  well  united,  a  very  efficient  support. 

Mr.  CuLLiNGWOETH  Said  that  the  merit  of  the  proposed 
operation  consisted  in  its  conservatism;  it  utilised  the  flaps 
instead  of  removing  them  from  the  body.  The  members  would, 
no  doubt,  remember  that  Mr.  T.  Pridgin  Teale,  of  Leeds,  pub- 
lished a  paper  not  long  ago,  in  which  it  was  suggested  to  save 
the  flaps  and  use  them  for  strengthening  and  increasing  the 
thickness  of  the  new  perinseum.  Mr.  Tait  made  a  different 
use  of  them.  It  remained  to  be  seen  which  method  was  followed 
by  the  best  results.  In  any  case  there  could  be  no  doul>t  of  the 
coiTectness  of  the  surgical  principle  on  which  these  operations  are 
founded — the  principle  of  avoiding  waste  of  healthy  tissue. 

Dr.  Matthews  Duncan  had  not  been  able  to  follow  all  the 
details  of  Mr.  Tait's  operation,  but  he  was  sure  that  at  least  the 
saving  of  the  tissues  was  a  princijile  that  would  be  fruitful  of 
good  results.  He  would  remark,  in  connection  with  Mr.  Tait's 
excellent  clinical  classification  of  cases  according  to  the  retentive 
power  of  the  sphincter,  that  an  operation  api)arently  quite  suc- 
cessful proved  only  a  half  success  on  account  of  the  imperfect 
recovery  of  sphincteric  power  in  the  restored  anus ;  and  he 
thought  attention  should  be  directed  to  attempts  such  as 
Dr.  Wiltsliire  had  made,  to  unite  the  divided  muscular  ends  with 
a  view  to  completeness  of  success  of  the  operation  for  perinseal 
and  recto-vaginal  laceration.  He,  Dr.  Duncan,  thought  it  con- 
venient to  keep  the  bowels  closed  for  eight  days  after  operation, 
and  he,  in  a  considerable  experience,  had  no  reason  to  doubt  the 
innocence  of  the  plan.  He  had  at  present  a  case,  not  of  lacera- 
tion, but  of  procidentia  in  a  virgin,  where  the  procident  uterus 
was  not  beyond  the  vulva,  but  lay  almost  entirely  in  the 
expanded  fossa  navicularis.  In  this  case  he  could  not  get  the 
uterus  retained,  even  so  long  as  to  allow  of  episeoraphy  being 
done  with  a  prospect  of  success. 

Dr.  Rogers  said  he  regretted  not  having  grasped  or  under- 
stood all  the  suggestions  in  the  paper,  and  did  not  clearly  follow 
the  demonstration  of  the  author.  Further  study  of  the  paper 
itself  will  no  doubt  clear  up  uncertainty,  and  enable  him  to 
understand  Mr.  Lawson  Tait's  manner  of  operating  in  those  cases 
where  the  sphincter  ani  and  bowel  have  Ijeen  torn  through.  For 
the  past  twenty  years  or  more  Dr.  Rogers  has  followed  the  plan 
Mr.  Baker  Brown  adopted,  and  never  had  cause  to  regret  it; 
although  he  has  discarded  for  the  past  few  years  the  quill  suture, 
his  colleague.  Dr.  Routh,  still  most  successfully  uses  it,  or  what 
is  equivalent  to  it.  Dr.  Rogers  has  never  had  the  mortifying 
result  of  an  opening  behind  the  united  perinseum  into  which  he 
could  pass  his  finger.     He  had  formerly  always  brought  the  torn 
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rectum  together  by  fine  silver  wires.  The  last  three  cases  were 
exceptions  to  this  plan ;  in  two  he  had  used  carbolised  silk-worm 
gut,  in  the  third  carbolised  catgut ;  these  three  cases  had  tuiiied 
out  successfully.  In  one  of  them  a  fistula  had  occurred  into 
which  a  small  probe  could  be  passed,  and  which  allowed  flatus  at 
times  to  escape ;  but  this  was  healed  by  once  using  the  actual 
cautery.  In  a  like  case  he  had  used  successfully  nitric  acid. 
Dr.  Rogers  had  always  kept  his  patient's  bowels  closed,  feeding 
them  on  beef  tea,  milk,  &c.  At  the  end  of  from  ten  to  fourteen 
days  enemata  were  used,  which  his  nurses  managed  very  well,  so 
that  nothing  but  soft  matters  jDassed,  and  no  bad  results  followed. 
The  last  three  cases  he  was  induced  to  try  the  plan  of  getting  the 
bowels  moved  daily;  no  harm  followed,  and  the  cases  were 
successfully  cured  as  stated. 

Dr.  Wiltshire  said  that  he  wished  to  call  attention  to  a  point 
he  regarded  as  of  the  utmost  importance  in  all  operations  for 
ruptured  perinseum  when  the  laceration  extended  through  the 
sphincter  ani,  and  that  was  that  some  attempt  should  be  specially 
made  to  restore  the  integrity  of  the  sphincter  by  joining  again 
the  sundered  ends  of  it.  In  considering  the  matter  some  years 
ago  he  had  arrived  at  the  conclusion  that  it  was  desirable,  in  all 
such  cases,  to  vivify  the  torn  and  retracted  ends  of  the  sphincter, 
and  then  unite  them  by  pure  silk  sutures,  in  addition  to  whatever 
other  operations  were  done  upon  the  perinseum.  When  the 
external  sphincter  was  torn  thi-ough  the  ends  retracted,  leaving 
the  muscle  crescent-shaped,  like  a  torn  india-rubber  ring,  and 
this  could  readily  be  made  out  by  feeling  the  parts  with  the 
finger  and  thumb.  He  had  carried  out  this  plan  of  operation  in 
cases  both  in  pubHc  and  private  practice  with  the  most  gratifying 
success ;  and  he  would  beg  gentlemen  meeting  with  cases  to  give 
it  a  trial.  Unless  such  special  means  of  restoring  the  integrity 
of  the  sphincter  were  adopted  the  patients  were  liable  to  suffer 
from  more  or  less  incontinence  of  faeces,  which  caused  them 
great  distress.  The  power  of  the  sphincter  was  soon  regained, 
but  a  little  time  should  be  allowed  for  the  recovery  of  nervous 
power,  which  was  gradually  resumed. 

Dr.  Rasch. — The  method  included  rectal  sutures,  and  these 
belonged  already  to  Professor  Simon's  operation,  practised  by 
him  more  than  fifteen  years  ago.  Dr.  Rasch  had  also  done 
them  many  years  ago  when  the  cases  required  them. 

Dr.  Hetwood  Smith  asked,  with  reference  to  the  case  just 
mentioned  by  Dr.  Matthews  Duncan,  whether  the  following 
operation  had  either  been  suggested  or  performed  in  such  cases, 
viz.  to  open  the  abdomen,  pick  up  the  uterus,  and  secure  it  to 
the  abdominal  walls  by  a  suture  passed  through  the  oviduct  or 
broad  ligament. 

At  the  invitation  of  the  President  Mr.  Lawson  Tait  showed 
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the  steps  of  his  operation  bj  means  of  a  diagram.  He  confessed 
he  was  at  a  disadvantage  in  endeavouring  to  explain  the  steps  of 
the  opei'ation,  because  all  plastic  opei'ations  vrere  extremely 
difficult  to  describe.  He  seemed  either  to  have  lacked  precision 
in  describing  his  proceeding  or  some  of  the  Fellows  could  not  have 
been  closely  following  the  reading  of  the  paper  by  the  Secretary. 
He  had  thought  he  had  been  sufficiently  distinct  in  stating  that 
he  was  describing  two  wholly  different  operations,  but  he  found 
that  the  details  of  the  two  were  mixed  up  by  nearly  all  the 
speakers.  He  had  no  doubt  that,  when  the  paper  was  in  print, 
every  reader  would  be  able  to  follow  the  steps  of  the  operation, 
aided  by  the  illustrations  which  would  be  given. 

Mr.  Tait  expressed  his  surprise  at  the  marks  of  ridicule  with 
which  the  suggestion  of  Dr.  Heywood  Smith  for  the  case  related 
by  Dr.  Matthews  Duncan  was  received  by  some  Fellows  of  the 
Society,  for  the  suggested  operation  was  one  he  had  actually 
cari'ied  out  with  perfect  success  in  a  case  somewhat  like 
Dr.  Duncan's  (fully  related  in  the  '  Lancet '  for  October  23, 1875), 
and  it  certainly  was  the  proceeding  he  should  adojjt  in 
Dr.  Duncan's  case  were  she  under  his  care. 

In  reply  to  Dr.  Rogers  he  must  say  that  the  staff  of  the 
Samaritan  Hospital  must  be  exceptionally  lucky  if  they  cured  all 
their  perinseal  cases  after  stuffing  up  their  recta,  for  ten  days  or  a 
fortnight  by  opium.  Neither  Mr.  Tait's  own  experience  nor  that 
of  many  with  whose  practice  he  was  acquainted  had  been  so 
fortunate,  and  he  unhesitatingly  condemned  the  practice  of 
confining  the  bowels  in  these  operations. 


ON  EXPRESSION  OF  THE  CORD. 

By  J.  Matthews  Duncan,  M.D. 

The  well-known  complication  of  labour  called  prolapse  of 
the  cord  is  an  accident  of  much  interest  from  various  points 
of  view.  It  is  very  dangerous  to  the  foetus.  It  is  not  rare, 
and  there  is  a  striking  difference  in  this  respect  in  different 
hospitals,  and  probably  in  different  countries ;  the  variations 
being  so  great  as  to  induce  belief  that  there  is  some  mecha- 
nical condition  of  labour  at  fault,  with  preponderating  fre- 
quency in  those  countries  where  prolapse  is  most  observed. 
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This  subject  would  not  have  called  for  mention  in  this  place 
were  it  not  the  case  that  the  theories  of  prolapse  which  now 
prevail  are  insufficient  to  exp'aiu  it,  aud  that  the  addition  of 
expression  to  the  causes  of  prolapse  supplies  the  want. 
This  prolapse  by  expression  is  especially  liable  to  occur  in 
obstructed  labour,  and  especially  in  labour  obstructed  by 
the  more  common  deformities  of  the  brim,  as  in  the  flat 
pelvis  ;  and  there  are  grounds  for  believing  that  frequent  oc- 
currence of  contracted  pelvis  accompanies  frequent  occurrence 
of  prolapse  of  the  cord . 

The  condition  of  prolapse  is  sometimes  the  result  of  pre- 
viousness — chorda  prfevia ;  and  this  last  word  implies  a 
certain  analogy  with  placenta  praevia,  the  cord  being  in 
advance  of  the  foetus  before  the  process  of  labour  commences. 
It  is,  of  course,  prolapsed  when  the  bag  is  ruptured.  This 
condition  of  previousness  is  observed  also  as  a  cause  of 
prolapse  of  a  limb  or  of  limbs  ;  but  a  living  child  may  with- 
draw its  previous  limb  and  thus  prevent  prolapse,  a  change 
which  cannot  be  produced  in  the  case  of  placenta  praevia, 
and  which  does  not  happen  from  any  cause  in  a  case  of 
chorda  praevia;  unless,  while  the  genupectoral  position  is 
used,  and  when  liquor  amnii  is  copious,  and  in  some  other 
rare  states  of  the  cervix  which  do  not  demand  description  in 
this  place. 

The  condition  of  prolapse  is  generally  regarded  as  the 
result  of  prolapse  proper,  the  cord  slipping  or  falling  out  of 
the  womb  during  labour,  so  as  to  get  in  advance  of  the 
foetus,  the  accident  occurring  chiefly  at  the  time  of  rupture 
of  the  bag  of  membranes  ;  and  then  the  flow  of  liquor  amnii 
contributes  to  its  morbid  progress.  This  mode  of  prolapse 
is  favoured  by  superabundant  length  of  cord,  by  its  low 
insertion,  by  copiousness  of  liquor  amnii,  by  malpresentation 
of  the  foetus.  The  same  occurrence  has  been  described  as  the 
explanation  of  some  cases  of  placenta  prsevia,  and  examples 
of  prolapse  of  the  placenta  have  been  recorded ;  but  they 
require  renewed  study.  Prolapse  of  a  limb  or  of  limbs  also 
takes  place  in  this  manner. 

There  is  a  third  mode  of  production  of  prolapse,  namely. 
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by  expressiou.  This  is  the  cause  of  prolapse,  I  believe,  in 
the  rare  cases  of  previousaess  of  a  detached  and  then  pro- 
lapsed placenta ;  and  it  has  certainly  been  so  in  most  of  the 
cases  of  prolapse  of  limbs  which  I  have  seen,  whether  the 
prolapse  is  by  the  side  of  an  advancing  head,  or  of  a  leg  or 
legs  in  a  breech  case. 

This  prolapse  of  the  cord  by  expression  I  observed  in  the 
first  example  of  this  accident  which  I  met  with,  long  ago,  in 
the  West  port  of  Edinburgh,  in  the  practice  of  a  pupil.  The 
labour  was  tedious,  and  it  was  not  till  long  after  the  discharge 
of  the  liquor  amnii,  when  the  head  had  descended  to  the  outlet 
of  the  ligamentous  pelvis,  that  a  loop  of  the  cord  made  its 
appearance.  It  was  evidently  squeezed  out  with  considerable 
force.  The  labour  advanced  with  sufficient  rapidity  to  permit 
the  survival  of  the  child  after  its  birth. 

The  last  case  of  prolapse  of  the  cord  which  has  come 
under  my  care  was  also  the  result  of  expression,  not  of  pro- 
lapse proper.  There  was  contraction  of  the  brim  antero- 
posteriorly,  or  flattening  of  the  pelvis,  the  conjugate  being 
the  smallest  antero-posterior  diameter.  The  cord  did  not 
prolapse  when  the  waters  were  discharged,  but  many  hours, 
probably  about  a  day  afterwards,  while  the  cervix  was  in- 
completely dilated,  and  while  the  head  lay  on  the  brim,  not 
pressed  even  partially  into  it. 

The  recently  revived  and  beautifully  simple  proposal  to 
treat  prolapsus  of  the  umbilical  cord  by  aid  of  the  genu- 
pectoral  position,  was  propounded  with  manifest  adaptation 
to  a  theory  of  the  production  of  prolapse,  which  included 
only  the  two  categories  of  previousness  and  prolapse  proper. 
Prolapse  as  a  result  of  expression  was  unknown,  and  therefore 
unconsidered.  In  order  to  appreciate  justly  the  limits  of 
the  utility  of  the  treatment  by  the  genu-pectoral  position, 
however,  more  has  to  be  done  than  to  recognise  prolapse  by 
expression.  Especially  desiderated  is  the  causation  of  the 
usual  position  of  the  cord  during  pregnancy,  and  the  reason 
why  it  is  not  very  frequently,  if  not  ordinarily  previous. 
This  previous  position  of  it  might  be  expected  if  the  ideas 
embodied  in  the  proposal  of  treatment  by  the  genu-pectoral 


ON  EXPRESSION  OF  THE  COED.  305 

position  were  adequate  to  the  whole  explanation  of  the 
position  of  the  cord  during  pregnancy. 

Replacement  and  keeping  replaced  by  aid  of  the  genu- 
pectoral  position  is  not  singular  as  a  remedy  in  its  failure 
to  fulfil  the  expectations  of  its  promoters.  Its  advantages, 
however,  are  such  as  to  retain  for  it  a  certain  place  in  the 
therapeutics  of  prolapse  of  the  cord.  The  limitation  of  its 
utility  in  maintenance  of  replacement  arises  from  the  im- 
portant part  that  expression  takes  in  the  production  of  the 
accident ;  and  the  same  fact  throws  the  practitioner  more 
and  more  upon  the  alternative  method  of  treatment  by 
hastening  delivery  in  such  cases  as  are  on  other  grounds 
proper  subjects  for  it. 

The  reappearance  of  the  prolapsed  cord  after  replacement 
in  the  genu-pectoral  position  is  a  striking  illustration  and 
proof  of  the  potency  of  expression.*  But  this  subject 
demands  further  careful  consideration  ;  and  its  comprehen- 
sion is  facilitated  by  a  study  of  the  analogous  reproduction 
of  prolapse  after  replacement  of  a  prolapsed  limb. 

The  action  of  the  uterus  upon  the  foetus  so  as  to  produce 
special  progress  of  mobile  parts  is  exemplified  in  the  passage 
of  meconium  from  the  rectum  in  breech  and  footling  cases. 
An  analogous  phenomenon  is  still  oftener  observed  in  vertex 
presentations  after  the  birth  of  the  head  alone.  Then,  the 
pains  of  labour  acting  on  the  trunk  expel,  at  each  return,  a 
quantity  of  fluid  through  the  mouth  and  nostrils,  which 
must  have  come  from  within  the  thorax ;  and  this  expulsion, 
or  squeezing-out,  sponge-like,  is  no  doubt  one  of  the  many 
concurrent  advantages  of  slow  and  gradual  as  opposed  to 
precipitate  birth.  Another  analogous  but  rarely  observed 
phenomenon,  I  have  witnessed  in  a  case  of  intra-uterine 
hydrocephalus.  In  this  case  the  child  was  born  alive  and 
survived  several  days.  This  result  was  secured  by  tappiug 
the  hydrocephalic  head  with  a  small  trocar  and  canula. 
The  water  flowed  freely,  a  little  at  first,  in  the  absence  of  a 
pain ;  and  subsequently  its  flow  was  increased  during  a  pain  ; 

*  On  this  subject,  see  remarks,  anticipating  mine,  by  Dr.  Roper,  '  Obstet- 
rical Transactions,'  vol.  xvii,  p.  319. 
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till  at  last,  and  before  complete  evacuation  of  the  head,  the 
flow  took  place  only  during  a  pain.  Still  another  analogous 
phenomenon  is  observed  in  cases  of  craniotomy,  the  brain 
being  gradually  expressed  through  the  opened  calvarium  by 
the  recurring  pains,  and  this  although  no  advance  of  the 
presenting  part  is  going  on.  More  remote  analogies  are  to 
be  found  in  accidents  which  are  the  result,  not  of  expression 
or  forcing  out,  but  of  forcing  in,  such  as  the  infarction  of 
the  lungs  in  attempts  at  inspiration,  and  the  forcing  of 
cerebral  tissue  into  the  heart  and  great  vessels,  and  else- 
where, in  operations  compressing  the  foetal  head,  as  recently 
described  by  Carl  Ruge. 

The  most  frequent  expression  of  mobile  parts,  and  the  best 
illustration  of  expression  of  the  cord,  is  the  prolapse  of  a 
limb,  generally  an  arm,  by  the  side  of  the  head  at  any  stage 
of  its  progress ;  or  the  birth  of  an  arm  after  the  head  alone  is 
born,  the  arm  advancing  from  its  usual  position  through  the 
vulvar  orifice,  while  the  thorax  is  verj^  inconsiderably  pro- 
pelled. Indeed,  after  the  birth  of  the  head,  it  is  not  extremely 
rare  to  observe  the  expression  of  the  cord  before  the  thorax. 

The  cord  during  labour,  after  the  discharge  of  the  waters, 
forms  part  of  the  advancing  mass,  lying  in  apposition  to  the 
foetus,  with  which  it  has  a  certain  solidarity.  All  parts  of 
the  foetus  are  propelled,  but  not  at  the  same  rate,  as  many 
facts  demonstrate ;  and  the  rate  of  progress  of  parts  will 
vary  according  to  the  resistance.  More  mobile  parts  will 
have,  in  consequence  of  that  mobility,  less  resistance  to 
encounter;  and  it  is  plain  that  the  limbs  and  the  cord  are 
the  most  mobile  of  the  solid  parts.  Less  mobile  parts  will 
undergo  less  of  an  analogous  progress  or  displacement ;  and 
this  is  exemplified  in  the  changes  of  relative  position  of  parts. 
Most  parts  resume  their  ordinary  shape  or  position  imme- 
diately on  being  born,  and  are  not  seen  in  their  state  as 
altered  by  expression.  But  to  this  there  is  exception  in  the 
case  of  the  bony  head,  and  then  the  changes  of  shape  are 
recognised  in  the  well-known  shears  of  it. 

It  is  important,  with  a  view  to  many  subjects  discussed  in 
obstetrics,  to  have  correct  views  as  to  the  condition  of  the 
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foetus  in  respect  to  rigidity  or  viscosity.  That  it  is  not  rigid 
I  have  already  incidentally  shown,  but  it  is  not  enough  to 
admit  its  viscosity  ;  for  it  is  evident  that  it  is  desirable  to 
have  some  notion  of  the  degree  of  its  viscosity,  and  of  the 
influence  on  this  viscosity  exerted  by  the  bones,  and  especi- 
ally by  the  spinal  column. 

The  recent  writings  of  Lahs,^  Stephenson^f  and  of  A.  R. 
Simpson,  J  show  plainly  not  only  that  they  do  not  regard  the 
foetus  as  a  rigid  body,  but  also  that  they  have  remarked  a 
prevalence  in  obstetrical  writing  of  the  important  theoretical 
error  of  assuming  its  rigidity,  and  especially  the  rigidity  of 
the  spinal  column.  In  the  course  of  this  paper  I  have 
stated  facts  sufficient  absolutely  to  demonstrate  that  the 
f(£tus  is  not  rigid;  and  this  may  be  assumed  as  incontro- 
vertible. 

On  the  other  hand,  it  is  evident  that  the  varying  con- 
stituent parts  of  the  foetus  make  it  impossible  to  regard  it  in 
labour  as  simply  a  uniformly  viscous  mass. 

Some  parts  are  more  nearly  rigid  than  others,  but  none 
are  nearly  absolutely  rigid.  Stephenson  seems  to  regard  the 
head  as  rigid, §  but  the  occurrence  in  it  of  shears  shows  that 
this  is  not  the  case. 

The  degree  of  viscosity,  or  of  partial  rigidity  of  parts  of  the 
foetus,  or  of  the  whole,  is  well  known  to  be  greatly  modified 
by  the  changes  consequent  on  death ;  and  the  great  influence 
of  these  post-mortem  changes  upon  the  mechanism  of  delivery 
attests  their  high  practical  importance. 

Writing  on  an  allied  subject  in  1872  ||  I  make  the  follow- 
ing remarks  : — "  Another  element  of  confusion  is  introduced 
in  the  want  of  uniformity  which  exists  in  the  composition  of 
the  foetus  as  a  mechanical  body.  It  is  especially  to  be  noted 
that  it  contains  a  longitudinally  placed  elastic  beam  of  con- 

*  '  Die  Tlieorie  der  Geburt,'  1877. 

t  "On  the  Mechanism  of  Labour,"  'Obstetrical  Journal/   1877-78  and 
1878-79.^ 

J  '  Edinburgh  Medical  Journal,'  April,  1879. 

§  '  Obstetrical  Journal,'  1877-78,  p.  6i6. 

II  '  Mechanism  of  Natural  and  Morbid  Parturition,'  pp.  37  and  59. 
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iiected  vertebrae,  which  lies  nearer  the  surface  of  the  mass 
at  one  side  than  at  the  other.  Although  the  foetus  is  pro- 
vided with  a  vertebral  column,  which  considerably  differen- 
tiates its  condition  from  that  of  anything  having  freely 
movable  constituents,  yet  I  believe  that  it  must  be  regarded 
as  in  the  main  a  peculiarly  modified  viscous  mass.  When 
propelled,  its  parts  are  all  squeezed  and  compressed  ;  and,  if 
the  head  is  born,  fluids  are  seen  to  be  forced  out  of  the 
mouth  and  nostrils.  A  part  more  movable  than  the  rest 
may  be  propelled  alone,  or  more  quickly  than  the  other  parts, 
as  is  frequently  observed  in  the  case  of  the  cord,  or  of  an 
arm  and  hand,  and  this  under  various  circumstances,  and 
especially  frequently  after  the  head  alone  is  born.  The  rare 
expulsion  of  the  placenta  before  the  child  sometimes  illus- 
trates the  same  condition.^' 


Dr.  J.  Braxton  Hicks  was  convinced  that  the  discussion  men- 
tioned in  the  paper  just  read  was  the  true  one,  and  he  had  been 
in  the  habit  of  pointing  this  out  for  the  last  ten  years  in  his 
lectures.  Namely,  that  there  were  two  conditions,  in  one  of  which 
the  funis  was  squeezed  out  because  there  was  no  room  in  the  uterus 
for  it,  and,  if  one  endeavoured  to  replace  it,  if  it  remained  it  would 
be  subjected  to  greater  pressure  than  even  if  it  were  prolapsed,  so 
that  the  expedition  of  labour  was  the  best  plan,  did  the  nature  of 
the  case  permit  it ;  and  the  other  condition  was  the  falling  of 
the  funis  out  of  the  flaccid  uterus,  in  which  case  we  might 
restore  the  funis  without  any  fear  of  its  being  compressed. 
In  these  cases  the  genu- pectoral  posture  answered  often ;  but 
there  was  another  plan  not  mentioned  in  the  author's  paper, 
which  he  had  suggested  incidentally  in  his  work  on  "  Turning," 
to  which  he  hoped  to  be  pardoned  if  he  alluded,  namely,  that  of 
placing  the  funis  by  the  hand  into  the  uterus,  and  then  with  the 
hand  outside  pressing  down  the  head  into  the  os  uteri,  and 
keeping  the  pressure  up  for  three  or  four  pains,  when  it  would 
generally  be  found  that  the  uteiiis  had  contracted  round  the 
head  and  the  funis  retained ;  at  least,  this  had  been  the  result  in 
all  his  own  cases  and  in  those  he  had  heard  of  its  being  tried. 

Dr.  Roper  remarked  that  he  had  brought  the  subject  of 
prolapse  of  the  funis  before  the  Society  in  a  paper,  pubhshed  in 
its  '  Transactions,'  vol.  xvii.  He  therein  described  the  different 
conditions  under  which  the  cord  came  down — how  its  reposition 
was  generally  easy  during  uterine  diastole ;  but  the  great 
difficulty  was  in  retaining  it  in  position,  as  the  next  pain  would 
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force  it  down ;  or,  as  Dr.  Matthews  Duncan  says,  express  it.  A 
marked  condition  of  the  cord  during  this  "  expression"  consists  in 
its  great  tension  caused  by  the  blood  being  squeezed  down  into  it. 
Dr.  Matthews  Duncan  thanked  Dr.  Hicks  and  Dr.  Roper  for 
their  confirmatory  remarks.  Like  Dr.  Hicks  he  had  taught  the 
expression  or  squeezing-out  doctrine  for  some  time,  but  he  was 
not  aware  Dr.  Hicks  or  any  one  else  had  done  so.  He  ought  to 
have  known  of  Dr.  Eo2:)er's  published  remarks  on  the  subject,  and 
if  his  paper  were  published  he  would  do  justice  to  them. 


DECEMBER  3rd,  1879. 

William  S.  Playfaik,  M.D.,  F.R.C.P.,  President,  in  the 

Chair. 

Present — 56  Fellows  and  12  visitors. 

Books  were  presented  by  Dr.  Matthews  Duncan,  M.  Leon 
Dumas,  and  the  Royal  ]\Iedical  and  Chirurgical,  and  Clinical 
Societies. 

Arthur  Guy  Elkington,  M.R.C.S.,  was  admitted  a  Fellow 
of  the  Society,  and  the  following  gentlemen  were  declared 
admitted: — Thomas  M.  Dolan,  F.R.C.S.  (Halifax);  Charles 
Henry  Joubert,  M.B.  (Calcutta);  and  William  Walter,  M.D. 

(Manchester) , 

The  following  gentlemen  were  elected  Fellows: — J.  M. 
Biggs,  M.R.C.S.;  W.  J.  Bonuor,  M.R.C.S.;  A.  Ferrier 
Churchill,  M.B.  (Aldershot)  ;  Geo.  H.  Cowan,  M.B. 
(Ontario) ;  George  Harvey,  L.R.C.P.  (Wirksworth)  ;  James 
M.  Howie,  M.B.  (Liverpool) ;  H.  N.  MacLaurin,  M.D. 
(Sydney);  E.  R.  Nicholson,  M.D.;  Theoph.  W.  Pauli, 
L.R.C.P.  Ed.  (Luton);  Thomas  Raitt,  M.D.  (Woolwich); 
and  Wm.  J.  Tivy,  F.R.C.S.  (Clifton). 

The  following  gentlemen  were  proposed  for  election  : — 
Walter  Balls-Headley,  M.D.  (Melbourne,  Victoria)  ;  Arthur 
Mudge  Braufoot,  M.B.  (Madras);  Lewis  Sidney  Downes, 
L.K.Q.C.P.  Ireland  ;  James  Hill,  M.D.  (Glasgow)  ;  Alfred 
Kebbell,  M.R.C.S.  (Flaxton,  York);  Charles  Orton, 
M.R. C.P.Ed.    (Newcastle-under-Lyme)  ;   Thomas    Franklin 
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Pedley,   M.R.C.S.;    and   Robert    Peel,  L.K.Q.C.P.  Ireland, 
M.R.C.S.  (Adelaide,  South  Australia). 

Dr.  Galabin  showed  a  microscopic  section  of  a  portion 
of  menstrual  decidua  passed  on  the  first  day  of  menstruation. 
The  patient  was  about  thirty  years  old,  not  sterile,  and 
suffered  only  from  occasional  dysmenorrhcea.  She  had  no 
membranous  dysmenorrhcea,  in  the  ordinary  sense  of  the 
term,  but  a  small  fragment  of  membrane,  about  a  quarter  of 
an  inch  long,  was  found  in  the  discharge.  Its  thickness 
was  not  more  than  one  quarter  that  of  the  fully-developed 
mucous  membrane.  After  hardening,  sections  were  made 
parallel  to  the  surface.  The  sections  showed  the  gland 
tubes  cut  across,  and  having  their  epithelial  lining  perfect. 
Although  it  would  seem  that  the  disintegration  of  the 
mucous  membrane  in  menstruation  must  have  been  less 
perfect  than  normal,  there  was  no  undue  fibrillation  in  its 
structure.  Indeed,  less  was  seen  of  fibrillse  or  of  elongated 
cells  than  he  had  ever  found  in  sections  of  the  uterine 
mucous  membrane  in  situ.  The  tissue  consisted  solely  of 
larger  and  smaller  round  nuclear  cells,  with  some  homo- 
geneous inter-cellular  substance. 

Dr.  Galabin  showed,  also,  a  section  from  the  anterior  lip 
of  the  cervix  uteri  from  a  case  of  deep  bilateral  laceration 
with  ectropion.  The  posterior  lip  was  affected  by  early 
epithelioma,  mei'ging  into  medullary  carcinoma ;  the  anterior 
lip  presented  the  appearance  of  ordinary  granular  inflamma- 
tion or  erosion,  with  the  so-called  "  Nabothian  glands." 
Both  lips  had  been  removed  by  the  galvanic  ecraseur.  The 
section  of  the  anterior  lip  showed  that  the  healthy  squamous 
epithelium  ceased  at  a  point  three  quarters  of  an  inch  out- 
side the  edge  of  the  os,  instead  of  being  continued,  as  it 
normally  should  be,  a  quarter  of  an  inch  within  it.  Over  the 
intervening  inch  of  surface  the  epithelium  alternated  between 
the  cylindrical  form  and  an  imperfectly-formed  squamous 
epithelium,  only  a  few  cells  deep,  and  entirely  destitute  of 
papillae  or  superficial  horny  layer.  It  had  no  clear  line  of 
demarcation  from  the  stroma  beneath.     Beneath  the  surface 
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were  numerous  dilated  raucous  glands,  and  much  infiltration 
with  inflammatory  cells.  At  one  poiut,  near  the  squamous 
epithelium,  was  seen  a  single  cell  mass,  which  appeared  to 
be  an  independent  commencement  of  the  ingrowth  of  epithe- 
lioma. It  was  clear  that  either  the  original  cylindrical 
epithelium  lining  the  cervical  canal  had  been  partially  con- 
verted into  imperfect  squamous  epithelium,  or  the  original 
squamous  epithelium  partially  replaced  by  cylindrical. 
Since  it  was  scarcely  possible  that  so  much  as  one  inch  of 
the  lining  membrane  could  have  become  everted,  it  seemed 
that  a  part,  at  least,  of  the  diseased  surface  must  have  been 
originally  covered  by  squamous  epithelium,  and  that  the 
condition,  therefore,  was  not  merely  exposure  of  cervical 
mucous  membrane,  but  extension  of  inflammation  beyond 
the  original  position  of  the  os,  with  formation  of  adventitious 
glands,  and  development  of  epithelioma  out  of  this  inflam- 
mation. 

Dr.  Cleveland  showed  a  thick,  gelatinous  cord,  which 
ilhistrated  the  necessity  for  more  than  ordinary  care  in 
tying.  The  child  was  delicate,  and  born  at  the  end  of  the 
seventh  month.  Having  had  a  similar  case  he  took  the 
precaution,  as  he  thought,  to  tie  the  cord  securely,  and  saw 
that  there  was  no  bleeding  at  the  time  of  its  removal,  but  in 
the  course  of  ten  minutes  the  heemorrhage  was  sufficieut  to 
endanger  life.  He  drew  attention  to  secondary  hsemorrhage 
in  such  cases,  and  referred  to  an  observation  of  Hohl's,  quoted 
in  Caspar's  'Forensic  Medicine,^  where  fatal  hsemorrhage 
occurred  after  twelve  hours,  although  the  utmost  care  seems 
to  have  been  taken.  Dr.  Cleveland  said  it  had  been  suggested 
by  Mr.  Spencer  Wells  that  double  ligature,  passed  through 
the  cord  with  a  needle,  was  an  eff'ectual  mode  of  treatment. 

Dr.  Hevwood  Smith  exhibited  an  uterus,  together  with 
the  oviducts  and  ovaries,  removed  during  the  operation  of 
hysterectomy,  as  well  as  the  stump  of  the  cervix,  obtained 
at  the  necropsy  four  days  afterwards.  The  removed  uterus, 
&c.,  weighed  twenty  ounces.     On  making  a  section  through 
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the  uterine  wall  the  cut  surfaces  bulged  outwards.  Wall 
measured  two  inches  and  a  half  thick,  consisting  of  dense, 
tough,  contractile  tissue,  with  much  fibrous  tissue.  The 
mucous  membrane  is  very  greatly  thickened,  ridged  on  its 
surface  with  distinct  elevations  and  outgrowths.  Microscope 
shows  simple  hypertrophy  of  the  glandular  structure,  with 
appearance  as  of  catarrh  of  surface.  The  dilated  gland 
follicles  pass  down  between  subjacent  bundles  of  contractile 
tissue.  Large,  thin-walled  blood-vessels  run  up  almost  to 
the  surface  of  the  mucous  membrane;  the  vessels  of  the 
uterine  wall  are  not  numerous.  Both  oviducts  dilated,  and 
their  extremities  converted  into  bundles  of  cysts,  no  aperture 
is  seen.  The  right  seven  inches  and  a  half  long,  and  four 
inches  and  a  half  in  circumference.  Both  contained  bloody 
fluid,  from  which  a  firm  red  clot  separated  on  standing. 
The  inner  surface  is  smooth,  the  rugae  are  absent,  and  the 
uterine  openings  appear  obstructed.  The  right  ovary  is 
converted  into  a  single  cyst  of  about  double  the  normal  size ; 
the  left  is  small,  contracted,  and  corrugated. 

Report  on  Mr.  CuUingworth's  Specimens  of  Solid  Tumours 
of  both  Ovaries. — We  have  examined  the  solid  tumours  of 
both  ovaries,  exhibited  at  the  last  meeting  of  the  Society,  by 
Mr.  CuUingworth,  of  Manchester.  In  presenting  our  report 
we  think  it  well  to  state  that  the  tumours,  owing  to  post- 
mortem changes  and  to  the  action  of  alcohol,  are  not  in  a 
satisfactory  condition  for  accurate  examination  of  their  more 
delicate  cell-structures. 

Both  tumours  are  lobulated  and  tolerably  firm,  but  in  no 
way  so  tough  and  resistant  to  pressure  as  are  typical  fibrous 
tumours.  Some  parts  are  softer  than  others,  such  portions 
may  readily  be  distinguished  by  physical  examination. 

On  microscopical  examination  of  sections  of  either  tumour, 
the  ordinary  fibrous  stroma  of  the  ovary  may  be  detected  in 
considerable  quantity,  and  for  the  most  part  presenting  its 
normal  characters.  At  certain  points  a  general  increase  of 
the  cellular  elements  is  to  be  found,  with  abundant  infiltra- 
tion of  lymph-cells,  appearances  known  to  exist  in  the  stroma 
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in  the  early  stages  of  cystic  degeneration.  At  these  points 
the  veins,  and  the  arteries,  with  their  thick  walls  and 
helicine  arrangement  are  normal  in  appearance. 

With  the  exception  of  one  small  cyst  and  certain  epithe- 
lial elements  presently  to  be  described,  the  Graafian  follicles 
and  ova  appear  to  have  perished. 

The  new-growth  merges  at  different  points  into  the  normal 
ovarian  stroma,  without  any  definite  line  of  demarcation. 
It  presents,  in  different  parts  of  the  tumours,  great  variety 
in  its  minute  structure.  Some  portions  are  almost  entirely 
composed  of  oat-shaped  spindle-cells  with  relatively  large, 
oblong  nuclei,  others  occur  as  small  patches  of  round  and 
oval  cells  in  the  ordinary  stromal  tissue;  in  parts,  small  open 
lymph-spaces  are  seen,  bounded  by  large  rounded  masses  of 
myxomatous  tissue,  which  forms  their  walls ;  here  the  vessels 
have  no  other  coats  than  the  cells  of  the  new-growth  sur- 
rounding them. 

In  other  parts  of  the  tumours  are  large  cells,  apparently 
epithelial  in  character,  and  either  scattered  singly  through 
the  tissue,  or  arranged  in  masses.  Probably  these  cells  are 
the  remains  of  the  epithelial  structures  of  the  ovary,  the 
possibility  that  they  denote  incipient  carcinomatous  degene- 
ration also  suggests  itself,  but  the  post-mortem  softening  of 
the  tumours  makes  us  unwilling  to  express  a  too  positive 
opinion  on  this  point. 

Looking  to  their  general  characters  we  think  the  term 
mixed  sarcoma  would  most  correctly  describe  both  tumours, 
no  one  element  sufficiently  preponderating  to  allow  a  more 
precise  definition.  They  are  even  more  variable  than  a 
tumour  from  a  patient  under  the  care  of  Mr.  H.  Taylor,  of 
Guildford,  which  resembled  them  in  some  respects,  and  is 
described  by  one  of  us  in  the  twenty-ninth  volume  of  the 
'  Transactions  of  the  Pathological  Society/  p.  168.  This 
tumour  contained  a  preponderance  of  spindle-cells,  yet  it 
varied  in  parts,  showing  at  certain  points  a  beautiful  myxo- 
matous tissue,  at  others,  dense  collections  of  white  fibres. 
In  tliis  case  a  similar  process  of  degeneration  was  commencing 
in  the  opposite  ovary. 
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We  have  examined  portions  of  the  wall  of  the  small  cyst 
in  the  tumour  of  the  left  ovary,  and  although  we  cannot 
detect  any  epithelial  lining  membrane,  the  arrangoment  of 
the  layers  of  the  stroma  around  the  cyst,  together  with  its 
perfectly  circular  shape,  and  its  position,  its  thin  walls 
bulging  conspicuously  from  surface  of  the  tumour,  induce  us 
to  regard  it  as  a  dilated  Graafian  follicle. 

J.  Knowsley  Thornton, 
Alban  Dohan. 


REPORT  OF  EXPERIMENTAL  INQUIRY,  INSTI- 
TUTED TO  DETERMINE  WITH  WHAT  FLUIDS 
AND  BY  WHAT  METHODS  THE  OPERATION 
OF  BLOOD-TRANSFUSION  MAY  BEST  BE  PER- 
FORMED, AND  TO  ASCERTAIN  THE  EFFECTS, 
IMMEDIATE  OR  REMOTE,  WHICH  RESULT 
FROM  THE  OPERATION  IN  ANIMALS. 

By  E.  A.  Schafer,  F.R.S. 

In  conducting  this  inquiry,  the  first  object  aimed  at  was 
to  determine  whether  it  might  be  possible  to  replace  the  blood 
of  an  animal  that  had  been  subjected  to  depletion  by  any 
fluid  other  than  the  blood  of  an  animal  of  the  same  species. 
Before  pursuing  this  object,  the  most  important  fact  to  be 
ascertained  was  whether  any  fluid  proposed  exerted  a  dele- 
terious effect  upon  either  the  red  or  the  white  blood- cor- 
puscles. This  could  l)e  determined  in  a  microscopical 
preparation  maintained  at  the  temperature  of  the  body, 
and  accordingly  the  first  series  of  experiments  were  of  this 
nature.  It  will  be  seen  that  the  result  of  these  very  much 
narrowed  the  scope  of  the  first  part  of  the  inquiry. 

Mixture  of  various  fluids  with  human  blood. 

The  following  are  the  results  of  observations  showing  the 
action    upon    human   blood  of    lluids   which  it    is   proposed 
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to  use^  and  which  in  some  cases  have  been^  and  are  used  for 
purposes  of  transfusion  in  the  human  subject : — 

1.  A  weak  solution  of  common  salt  (1  oz.  of  salt  to  the 
gallon  of  water). — This  is  the  normal  salt  solution  which  is 
extensively  used  in  physiological  laboratories.  Its  action  is 
too  well  known  to  need  a  detailed  account.  It  is  innocuous 
to  the  white  blood-corpuscles  ;  it  renders  the  red  corpuscles 
slightly  crenate^  and  restrains  their  tendency  to  form  rou- 
leaux. 

2.  Cows^  milk. — This,  if  obtained  fresh,  appears  to  exert 
no  immediate  deleterious  action  upon  the  human  blood-cor- 
puscles ;  but  if  it  is  at  all  sour  it  kills  the  white  corpuscles. 
Even  if  fresh,  the  same  effect  results  after  the  preparation  has 
stood  some  hours,  especially  when  it  is  kept  warm,  for  an  acid 
reaction  is  set  up  accompanying  commencing  fermentation. 

3.  Blood  or  serum  of  other  animals. — As  Landois"^  has 
shown,  the  admixture  with  human  blood  of  the  blood  of  many 
other  animals,  certainly  of  any  of  the  common  domestic  ani- 
mals, exerts  a  most  deleterious  effect  upon  the  human  red 
blood-corpuscles.  The  action  is  generally  of  such  a  nature  that 
the  human  red  corpuscles  become  swollen  and  decolorised, 
their  colouring  matter  being  discharged  into  the  serum. 
The  white  corpuscles  cease  their  amoeboid  movement,  and 
become  rounded  and  stationary,  and  their  nuclei  very  dis- 
tinct ;  a  well-known  indication  of  the  death  of  the  cor- 
puscle.f  Landois  found  that  the  corpuscles  of  the  dog 
were  the  most  resistant.  Of  all  the  kinds  of  blood  tried 
by  me,  that  of  the  ox  and  sheep  was  found  to  have  the 
most  rapid  action;  that  of  the  rabbit  and  guinea-pig  the 
least,  but  the  blood  even  of  the  last-named  animals  was  not 
without  effect  upon  the  human  red  corpuscles,  and  caused  the 
cessation  of  the  amoeboid  movements  of  the  pale  corpuscles.  J 

*  'Die  Transfusion  des  Blutes.'  Leipzig,  1S75.  By  far  the  most  complete 
and  scientific  account  of  the  suhject  that  has  yet  been  published. 

+  In  one  experiment,  in  which  dog's  blood  was  mixed  with  human  blood 
the  human  red  blood-corpuscles  were  shrunken  and  crenated,  whilst  those  of 
the  dog  were  broken  up  and  decolorised,  and  crystals  of  haemoglobin  became 
formed  in  the  coloured  serum. 

t  The  solvent  action  of  the  blood  of  one  animal  upon  the  red  blood-corpuscles 
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Sometimes  the  discharge  of  the  colouring  matter  of  the 
human,  red  blood-corpuscles  is  very  speedy,  even  with  serum 
of  rabbit's  blood.  In  a  preparation  observed  for  me  by  my 
pupil,  Mr.  J.  Eckstein,  the  process  began  almost  as  soon  as 
the  mixture  was  made,  and  was  completed  in  a  few  minutes. 
The  rabbit  was  a  young  one.  Laudois  found  that  rabbit's 
serum  generally  took  some  hours  to  act  upon  the  human 
red  corpuscles.  As  the  result,  then,  of  these  experiments, 
we  see  that  the  employment  for  transfusion  into  the 
human  blood-system  of  the  blood  of  any  of  the  lower 
animals,  presents  no  probability  of  any  permanent  good 
resulting  from  its  use.  It  is,  moreover,  liable  to  be  attended 
with  most  dangerous  results.  Some  of  the  evils  that  may  be 
apprehended  from  the  use  of  such  blood,  are,  firstly,  those 
that  result  from  the  destruction  of  the  red  blood-corpuscles, 
and  secondly,  those  that  result  from  the  deleterious  action  of 
the  foreign  blood  upon  the  walls  of  the  living  blood-vessels 
and  other  tissues.  The  destruction  of  red  corpuscles,  and  the 
consequent  introduction  of  free  haemoglobin  into  the  blood- 
plasma,  produces  bloody  urine,  ecchymoses  in  various  parts, 
and  a  tendency  to  the  formation  of  fibrin  in  the  blood,  and 
consequently  to  embolism.  And  injury  to  the  walls  of  the 
living  blood-vessels  would  probably  produce  thrombosis  in  any 
parts  so  affected.  Moreover,  it  is  certain  that  in  introducing 
foreign  blood  into  the  system  you  are  introducing  a  substance 
which,  as  its  action  upon  the  white  corpuscles  indicates,  is  an 
actual  poison  to  all  the  living  tissues,  and  probably  especially 
so  to  the  nervous  and  muscular  systems. 

It  will  probably  be  urged  that  in  numberless  cases  the 
blood  of  the  domestic  animals  has  been  transfused  into  the 
human  blood-system^  without  a  fatal  effect,  and  that  in  some 
cases  even  it  has  been  described  as  having  been  attended  with 
beneficial  results.  Upon  the  last  statement  there  are  the 
strongest  possible  reasons  for  casting  doubt,  and  in  cases 
where  a  sei'ious  issue  has  not  resulted  from  the  experiment,  the 
of  another  h.is  been  noticed  by  many  observers.  But  far  too  little  attention 
lias  been  called  to  the  not  less  important  fact  that  the  white  corpuscles  cannot 
live  for  any  length  of  time  in  foreign  blood. 
*  By  Hasse  and  others. 
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probability  is  that  the  subject  has  recovered  in  spite  of  rather 
than  in  cousequence  of  the  procedure.  Moreover^  it  must  be 
borne  in  mind  that  it  is  one  thing  to  mix  a  few  ounces  of  foreign 
blood  with  the  ten  or  twelve  pounds  weight  of  blood  of  a 
healthy  subject,  and  quite  another  thing  to  replace  a  large 
portion  of  the  lost  blood  of  a  depleted  subject  by  a  relatively 
large  quantity  of  foreign  blood.  In  the  former  case  the 
healthy  blood  will  so  much  more  dilute  the  foreign 
admixture,  and  will  be  so  much  better  able  to  resist  its 
deleterious  effects  than  in  the  latter.*  Many  careful  modern 
experimenters,  and  notably  Panum  and  Landois,  have 
as  conclusively  established  that  the  blood  of  an  animal 
belonging  to  a  different  genus  cannot  be  entirely  substituted 
for  the  proper  blood  as  the  fact  that  the  blood  of  another 
animal  of  the  same  species  can  be  so  substituted,  was  estab- 
lished by  the  famous  experiment  of  Lower.  I  have,  myself, 
made  but  two  experiments  of  the  former  kind.  In  the  one, 
dog's  blood  was  transfused  into  a  depleted  cat ;  in  the  other 
(defibrinated),  Iambus  blood  into  a  slightly  depleted  dog. 
Both  were  fatal  within  twenty-four  hours. 

In  the  case  of  the  other  two  fluids  which  have  been  suggested 
as  possibly  suitable  for  transfusion,  the  objection  raised  with 
regard  to  the  employment  of  blood  of  the  lower  animals  does 
not  apply,  for  they  (especially  salt  solution)  may  be  freely 
mixed  with  human  blood  without  producing  any  deleterious 
effect ;  but  a  little  consideration  will  show  that  they  can  be  of 
no  benefit  in  such  cases  as  those  we  are  considering — cases  in 
which  speedy  death  is  threatening  in  consequence  of  excessive 
loss  of  blood.  It  is  not  the  diminution  in  the  quantity  of  the 
circulating  fluid  that  produces  the  effects  which  we  see,  for  the 
diminished  blood  is  at  once  replenished  by  the  absorption  into 
the  vessels  of  much  of  the  fluid  which  occupies  the  interstices 
of  the  tissues,  and  the  tonicity  of  the  blood-vessels  soon  enables 
them  to  accommodate  themselves  to  the  lessened  amount 
that  they  have  to  convey.  It  is  the  deficiency  in  quality, 
the  diminution  in  number  of  the  oxygen-carriers,  the  red 
blood-corpuscles,  which  is  the  cause  of  the  dyspnoea  which  is 
*  This  was  strorjgly  insisted  on  by  Bluudell. 
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observed,  and  in  those  cases  in  which  the  actual  depletion  is 
survived  even  for  but  a  few  minutes,  the  immediate  cause  of 
death.  The  system  is  suffering  from  deticiency  of  haemo- 
globin, and  it  is  obviously  useless  to  supply  it  with  any  fluid 
which  does  not  contain  this.  Moreover,  even  should  a  sup- 
ply of  fluid  alone  be  beneficial,  it  would  be  unnecessary  to 
administer  it  by  transfusion,  for  the  half-filled  blood-vessels 
of  the  stomach  would  greedily  take  up  from  that  organ  any 
fluid  that  might  be  administered  by  the  mouth.  These 
reasons  alone  seemed  sufficient  to  deter  from  performing 
transfusion  with  the  fluids  in  question,  nevertheless,  a  few 
experiments  were  made  with  milk  with  the  following  results : 

Effects  of  milk  when  injected  into  the  vascular  system  of 
animals. 

In  rabbits,  not  previously  depleted,  the  injection  into  the 
blood-vessels,  of  even  a  small  quantity  of  ordinary  fresh  (i.  e. 
not  sour)  London  milk  almost  invariably  produced  death 
within  forty-eight  hours,  in  some  instances  within  twenty- 
four.  Examination  of  the  blood  after  death  showed  the 
blood-corpuscles  to  be  extensively  destroyed,  and  a  large 
development  of  bacteria  to  have  occurred  in  the  blood.  As 
little  as  ten  minims  was  in  one  experiment  fatal  to  a  rabbit. 
Six  experiments  of  this  nature  were  performed.  In  one  the 
animal  survived,  in  the  other  five  the  result  was  rapidly  fatal. 

If  the  milk  were  just  previously  boiled,  and  were  injected 
by  means  of  a  physiologically  clean  syringe,  and  with 
ordinary  precautious  for  the  exclusion  of  germs,  no  detri- 
mental results  ensued,  even  although  comparatively  large 
quantities  were  employed.  Of  five  experiments  of  this 
nature,  one  was  followed  by  a  fatal  result,  but  the  cause  of 
death  was  not  apparent.  The  same  negative  result  was 
obtained  when  the  milk  was  allowed  to  spurt  direct  from  the 
previously  cleaned  teat  into  a  glass  vessel  which  had  just 
been  superheated.  Two  experiments  were  performed  in  this 
way.^ 

*  Tliese,  and  most  of  the  other  experiments  on  the  effect  of  milk,  were  per- 
formed for  and  with  me  by  Mr.  G.  F.  Dowdeswell. 
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Dogs  and  Cats  not  previously  depleted,  resist  the  action  of 
the  septic  organisms  which  the  unboiled  milk  contains  much 
better  than  do  rabbits.  Quantities  which  would  certainly 
have  proved  fatal  to  rabbits,  were  without  any  apparent 
effect  in  dogs  and  cats. 

In  depleted  animals,  the  injection  of  milk  produced  a 
slight  temporary  rise  in  the  blood-pressure,  but  this  very 
speedily  disappeared,  the  pressure  sometimes  falling  below 
the  point  at  which  it  was  before  the  injection.  There  was 
never  any  permanently  beneficial  eflfect.  Ordinary  un- 
boiled milk  which  contains  the  germs  of  septic  organisms  is 
highly  injurious  to  depleted  animals,  and  ought  never  to  be 
employed  for  transfusion.'^ 

This  series  of  experiments  shows  that  milk  and  similar 
fluids  cannot  be  used  with  any  benefit  for  transfusion  in 
cases  of  depletion.  And  we  have  previously  seen  that 
foreign  blood — blood  of  an  animal  of  another  genus — is 
injurious  to  the  blood-corpuscles  and  probably  to  all  the 
living  tissues  of  the  body.  The  question  then  as  to  the  fluid 
to  be  employed  for  transfusion  is  narrowed  considerably  : — 
The  fluid  used  must  always  be  the  blood  of  another  animal 
of  the  same  species,  or,  at  all  events,  of  the  same  genus. f 
In  the  case  of  man  the  fluid  used  for  transfusion  must  always 
be  human  blood.  This  is  the  answer  to  the  first  object  of  the 
inquiry. 

The  second  object  is  to  determine  the  best  method  of 
effecting  the  transfusion. 

For  this  purpose  it  will  be  useful  to  compare  together  the 
various  modes  in  which  transfusion  may  be  performed,  and 

*  Shown  long  ago  by  Lower,  but  forgotten  or  disregarded.  In  modern 
times  the  subject  has  been  again  examined,  and  results  almost  exactly  similar 
to  mine  have  been  obtained  by  Howe  and  by  Dupuy  in  America.  Howe's  dogs 
"all  died  promptly."  And  yet  Dr.  Gaillard  Thomas  and  others  "are  not 
deterred  "  from  using  milk  for  transfusion  in  the  human  subject ! ! 

f  Landois'  experiments  show  that  dog's  blood  can  be  transfused  into  (not 
substituted  for  that  of)  a  fox,  and  vice  versd,  without  any  ill  consequences. 
The  same  has  been  established  for  the  horse  and  ass,  and  for  the  sheep  and 
goat. 
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this  can  be  most  conveniently  done  if  we  classify  them  and 
arrange  them  in  tabular  form. 


Examination  of  the  different  methods  of  transfusion. 

Transfusion  may  be  either  mediate  or  immediate. 

In  mediate  transfusion^  the  blood  obtained  by  vene- 
section is  received  into  a  glass  vessel,  aud  may  be  defibrinated 
before  transfusion.  In  immediate  transfusion  the  blood  is 
allowed  to  pass  directly  from  the  blood-vessel  of  the  giver 
into  that  of  the  patient. 

In  mediate  transfusion  the  blood  may  be  injected  either 
into  a  vein  of  the  patient,  or  into  an  artery,  and  in  the  latter 
case  either  in  a  centrifugal  or  centripetal  direction. 

In  immediate  transfusion  the  blood  may  be  allowed  to 
flow  cither  from  a  vein  of  the  giver  into  a  vein  of  the  patient, 
or  from  an  artery  of  the  giver  into  a  vein  of  the  patient,  or 
from  an  artery  of  the  giver  into  an  artery  of  the  patient. 
And  in  the  last  case  either  in  the  direction  of  the  capillaries, 
or  in  the  direction  of  the  heart,  i.  e.  against  the  normal 
blood-stream.     We  have  then 


{A.  Into  a  vein. 
T  ,  .         fa.  With      "1  the  blood 

B.  Into  an  artery  |  j_  Against  /   stream. 


I.  Mediate  transfusion 

r  A.  From  a  vein  into  a  vein. 

II.  Immediate        \  „  -c  i        •  ^ 

.         ~    .      <  B.  i  rom  an  artery  into  a  vein. 

transfusion"^  ^  /«.  With      1  the  blood 

Lc.  From  sn  artery  mto  an  artery  |  j_  ^^^.^^^^  |   ^^^^^^^ 

In  mediate  transfusion. — The  blood  is  generally  defibri- 
nated, otherwise  the  operation  must  be  performed  very 
rapidly,  and  there  is  a  risk  that  clots  will  form  in  the  apparatus 
or  syringe  and  pass  into  the  blood-vessels  of  the  patient.* 
Further,  since  the  blood  cools  considerably  during  the  process 
of  defibrination,  this  ought  to  be  counteracted  by  the 
application    of  warmth   to   the   glass    vessel   receiving    it. 

*  One  serious  risk  in  the  use  of  defibrinated  blood,  which  seems  to  have 
been  lost  sight  of,  is  met  with  in  the  fact  that,  even  after  having  been  whipped 
most  completely  and  strained,  some  kinds  of  blood  will  often  yield  a  further 
coagulum. 
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Lastly,  but  by  no  means  of  least  importance,  the  blood  is 
liable,  unless  elaborate  precautions  to  ensure  physiological 
cleanliness  are  taken,  to  become  contaminated  with  the  germs 
of  putrefactive  bacteria.  The  development  of  these  may  be 
eifectually  resisted  under  ordinary  conditions  of  health  and 
strength,  even  should  they  gain  admittance  into  the  blood ; 
but,  in  the  weakened  condition  of  the  organism  produced  by 
depletion,  it  is  doubtful  whether  this  would  be  the  case.* 

In  immediate  transfusion,  in  Avhich  the  blood  used  is  always 
in  the  unwhipped  condition,  the  difficulties  are  (1)  the 
tendency  to  the  formation  of  clots  in  the  apparatus  and  in 
the  blood-vessel,  (2)  the  cooling  of  the  blood  in  its  passage 
through  the  apparatus,  and  (3)  its  liability  to  take  up  germs 
of  putrefactive  bacteria  from  the  interior  of  the  apparatus. 
But  these  difficulties  can  be  reduced  to  a  minimum  by  in- 
creasing the  simplicity  of  the  apparatus  employed.  Now,  the 
complexity  of  the  forms  of  apparatus  which  have  been  recom- 
mended to  be  used  in  immediate  transfusion,  chiefly  arises 
from  the  desire  to  measure  the  amount  of  blood  which  is 
transfused.  A  little  consideration  will,  however,  show  that 
it  is  unnecessary  to  do  this.  It  is  the  effect  upon  the  giver 
of  the  loss  of  the  blood,  and  upon  the  patient  of  the  re- 
ception of  the  blood  that  must  be  measured.  If  the  condition 
of  the  patient  is  rapidly  improved  by  the  flow,  the  operation 
has  succeeded  and  the  flow  may  be  stopped  ;  if,  on  the  other 
hand,  the  giver  becomes  faint,  the  flow  must  at  once  be 
arrested.  A  finger  upon  the  pulse  of  the  giver  and  an  eye 
upon  the  respiration  of  the  patient,  these  are  the  best 
indicators  of  the  length  of  time  which  the  flow  ie  to  be  allowed 
to  continue.  And  if  Ave  give  up  the  measuring  apparatus 
with  its  valves  and  large  internal  surface,  so  liable  to  pro- 
mote coagulation,  we  can  reduce  our  appliance  for  transfusion 
to  the  condition  of  a  simple,  short,  flexible  tube  with  glass 

*  There  can  be  little  doubt  that  the  power  of  resisting  the  development  of 
bacteria  which  are  introduced  into  the  blood  varies  much  in  different  indi- 
viduals and  in  different  states  of  the  same  individual.  It  certainly  is  very 
different  in  different  animals,  as  is  shown  by  tlie  experiments  with  milk  above 
recorded. 
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terminals,  in  which  the  liability  to  the  formation  of  coagula, 
to  cooling  of  the  blood  in  transmission,  to  the  admittance  of 
germs,  and  to  the  entrance  of  air  may  be  reduced  to  a 
minimum. 

In  thus  deciding  for  simple  immediate  transfusion  there 
are  yet  several  modes  to  be  considered.  These  arrange 
themselves  under  two  heads: — 1.  As  to  the  source  of  the 
blood,  whether  from  a  vein  or  from  an  artery  ;  and  2,  as  to 
the  destination,  whether  into  a  vein  or  into  an  artery. 

1.  As  to  the  source. 

A.  IVhether  from  a  vein. — The  arguments  which  may  be 
brought  forward  against  the  employment  of  a  vein  as  the 
source  of  blood  in  immediate  transfusion  are :  Firstly, 
the  flow  of  blood  from  a  vein  is  comparatively  slow,  so  that 
time  is  given  for  the  formation  of  a  clot  in  the  connecting 
tube.  Secondly,  venous  blood  is  less  pure  than  arterial 
blood,  and  needs  to  be  oxygenated  by  passing  through  the 
lungs  of  the  patient  before  it  is  available  for  use.  Thirdly, 
the  liability  of  veins  to  become  inflamed.  On  the  other 
hand,  it  may  be  urged  that  a  vein  is  more  easily  found  and 
dealt  with  than  an  artery. 

B.  JFhether  from  an  artery. — It  is  obvious  that  blood  from 
an  artery,  being  pure  and  oxygenated,  is,  under  the  best 
possible  conditions  for  effecting  a  rapid  amelioration  in  the 
condition  of  a  patient  suffering  from  depletion  of  blood. 
Being  at  a  high  pressure,  it  can  pass  rapidly,  and  without 
the  intervention  of  any  pumping  apparatus,  through  the  tube 
connecting  the  two  blood-vessels.  Moreover,  it  can  be  allowed 
to  pass  directly  into  the  arterial  system  of  the  receiver, 
which,  in  extreme  cases,  in  which  the  patient  is  at  the  point 
of  death,  would  be  of  great  advantage.  The  arguments 
against  the  use  of  an  artery  as  the  source  of  blood  are, 
firstly,  the  fact  that  the  arteries  for  the  most  part  run  deeply 
and  are  more  difficult  to  find  than  the  veins ;  and  secondly, 
the  very  general  dread  amongst  surgeons  of  opening  an 
artery  of  any  kind.  Nevertheless,  as  I  shall  presently 
endeavour  to  show,  an  artery  which  is  comparatively  super- 
ficial   may  be  found  suited  to  the  purpose,  and  when  the 
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operation  is  systematically  performed,  there  is  little  fear  of  ' 
danger. 

2.  As  to  the  destination. 

A.  Whether  into  a  vein. — Against  this  there  is,  firstly,  the 
fact  that  in  transfusing  blood  into  a  vein  we  do  not  put  it 
where  it  is  immediately  wanted.  The  fresh  blood,  even  if 
arterial,  and  therefore  of  the  right  quality,  must  take  a 
circuitous  course  through  the  lungs  before  it  is  available 
for  the  nutrition  of  the  system.  Still,  so  long  as  the 
circulation  is  going  on  at  all,  this  passage  is  rapidly  effected. 
Secondly,  there  are  well-known  dangers  attendant  upon  the 
process.  There  is  the  risk  of  admitting  air,  the  risk  of 
embolism  in  the  heart  or  lungs  from  the  admission  of  a  clot, 
the  risk  of  a  too  sudden  distension  of  the  right  auricle,  and 
a  consequent  arrest  of  the  flow  of  blood  from  the  cerebral 
veins  (Landois),  the  risk  of  phlebitis.  Lastly,  in  a  bloodless 
patient,  there  is  a  difficulty  in  finding  the  vein,  and  in  insert- 
ing a  canula. 

B.    Whether  into  an  artery. — In  this  case  the  blood,  must 

be  derived  from  an  artery.     It  may  be  allowed  to  flow  into 

the  artery  either  in  the  natural  direction,  or  against  the 

natural  direction  of  the  blood  stream.     The  latter  presents 

by  far  the  greater  advantages.     For  the  blood  being  driven 

towards    the    aorta    will   tend    to    fill    the    whole    arterial 

system  of  the  patient,  and  will  at  once  assist  by  supplying 

the  heart   (through  the    coronary  arteries)    and    the  whole 

body  with  pure  arterial  blood  under  a  considerable  pressure. 

The  whole  system  may  be  expected  immediately  to  benefit 

by   the   access  of  pure  blood,  and   especially   the   heart  to 

become   strengthened.     It  may  be  objected  that  the   fresh 

blood  will  not  reach  the  aorta  for  it  will  flow  away  towards 

the  capillaries  by  the  branches  which  it  first  comes  to  in  its 

passage  upwards,  and  indeed,  to   some  extent,  this  is  to  be 

expected.     But  nevertheless,  the  transfused  blood  must  tend 

to  meet,  and  drive  back,  the  weaker  stream  of  the  patient, 

and.  in  so  doing  increase  the  head  of  pressure  and  the  blood 

supply  in  the  whole  arterial  system.     Many  of  the  dangers 

attending  the  operation  of  transfusion  are  absent  if  an  artery 
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l)e  clioscn  to  receive  the  blood  instead  of  a  vein.  There  is  a 
possibility  of  the  entrance  of  air  into  the  blood-vessel,  but 
the  result  can  only  be  the  temporary  blocking  of  some  small 
peripheral  vessels  with  bubbles  of  air,  instead  of  the  churning 
up  of  the  blood  and  air  in  the  heart  into  a  froth,  and  con- 
sequent obstruction  of  the  pulmonary  circulation  which  is 
liable  to  happen  if  air  enters  a  vein.  And  there  is  a 
possibility  of  the  formation  of  an  embolus,  but  this  again 
can  only  obstruct  a  small  peripheral  vessel  and  cause  but 
temporary  inconvenience.  On  the  other  hand,  a  difficulty 
is  presented  by  the  fact  that  it  is  necessary  that  an  artery 
should  also  be  used  as  the  source  of  blood,  and  ivithout 
experience  there  is  some  risk  in  dealing  with  arteries,  even 
if  it  were  always  possible  to  find  a  person  willing  to  submit 
an  artery  for  the  purpose.  But  surely  the  small  operation 
necessary  for  transfusion  should  be  learned  and  practised  by 
every  surgeon.  The  advantages  of  transfusion  (of  defibrinated 
blood  by  means  of  a  syringe)  into  an  artery  instead  of  a  vein 
have  been  very  clearly  demonstrated  by  Hueter  (centrifugal 
method)  and  by  Laudois  (centripetal  method). 

Experimental  evidence  in  favour  of  direct  centripetal 
arterial  transfusion. 

My  later  experiments  have  been  chiefly  directed  towards 
ascertaining  how  far  the  operation  of  direct  centripetal 
transfusion  from  artery  to  artery  was  feasible,  since  this 
method,  from  a  priori  considerations,  might  be  expected  to 
yield  the  most  beneficial  results,  immediate  and  permanent  ; 
and  further  to  discover  by  actual  observation  of  the  eflfects 
upon  living  animals,  how  far  we  may  be  justified  in  recom- 
mending that  the  operation  should  be  performed  on  the 
human  subject. 

It  was  necessary  in  each  case  that  the  animal  should  be 
reduced  to  the  condition  of  those  patients  for  whose  benefit 
the  operation  of  transfusion  is  most  often  employed.  The 
first  step,  therefore,  after  anresthetising,  was  to  deplete  the 
vascular  system  by  allowing  a  certain  quantity  of  blood  to 
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escape.  It  was  couveuient  for  this  purpose  to  employ  the 
same  artery  that  was  used  to  transfuse  the  new  blood  into. 
The  animals  used  were  cats  and  dogs,  the  latter  being  pre- 
ferred, because  in  them  one  of  the  limb  arteries  could  be 
used  instead  of  the  carotid. 

The  operation  performed  was  in  all  cases  of  the  simplest 
nature.  In  dogs  the  crural  (femoral)  artery  was  found^  and 
about  half  an  inch  of  it  separated  from  the  accompanying 
vein  and  nerves.  It  was  then  tied  with  a  strong  thread  at 
the  peripheral  extremity  of  the  isolated  piece,  and  occluded 
at  the  central  end  of  the  latter  by  a  spring-clip.  An  aperture 
having  been  made  in  the  vessel  a  glass  cannula  was  inserted 
and  tied  in."^  Exactly  the  same  process  was  gone  through 
with  the  second  dog.  The  first  dog  was  now  bled  through 
the  cannula.  In  some  cases  as  much  blood  as  would  flow 
was  taken,  in  others  less,  but  in  every  case  the  animal  was 
reducedjjto  an  almost  lifeless  conditioUj  with  few  and  gasping 
.respirations,  pallid  mucous  membranes,  and  a  very  much 
diminished  blood  pressure.  Generally  a  second  bleeding 
was  resorted  to  after  the  lapse  of  a  few  minutes^  for  there  is 
often  a  marked  spontaneous  recovery  from  the  first  deple- 
tion, even  if  it  is  excessive.  A  second  depletion,  however, 
although  it  may  be  comparatively  small  in  amount,  always 
produced  a  marked  and  permanent  depression  in  the  blood 
pressure. 

A  piece  of  india-rubber  tubing  was  now  taken  and  washed 
through  with  carbonate  of  soda  solution,  the  cannulas  were 
carefully  filled  with  the  same,  and  the  india-rubber  tube  was 
slipped  on  to  the  cannula  in  the  artery  of  the  second  dog — 
the  giver.  The  clip  on  its  artery  was  then  opened  for  a 
moment  to  allow  the  india-rubber  tube  to  fill  with  blood ; 
its  other  end  was  slipped  on  to  the  cannula  of  the  first 
dog,  and  both  clips  being  opened  blood  was  allowed  to 
flow  through  the  tube.     The  time  of  flow  varied   from  one 

*  The  operation  above  described  may  truly  be  called  classical.  It  is  the 
same  as  that  of  Lower  (if  the  word  "  quill "  be  substituted  for  "  glass  cannula." 
and  "running  noose"  for  "  spring-clip"),  and  exactly  the  same  as  that  of 
Blundell. 
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minute  to  two  and  a  half.  The  blood  pressure  was  taken  in 
both  animals  before,  during,  and  after  the  transfusion.  The 
clips  were  then  shut,  the  arteries  ligatured,  the  clips  and 
cannulas  removed,  and  the  length  of  artery,  which  had  been 
separated  from  its  attachments,  was  cut  out.  The  lips  of 
the  wound  were,  when  necessary,  united  by  a  suture. 

The  effects  of  the  transfusion  were  in  every  case  most 
remarkable.  Even  a  connection  of  one  minute  was  sufficient 
to  produce  a  marked  and  permanent  rise  in  the  blood  pressure, 
with  increase  in  force,  and  slowing  of  the  heart's  beats,  and 
a  return  of  the  normal  character  of  the  respiration.  A 
longer  connection  increased  the  effect,  but  not  propor- 
tionately, and  more  than  two  minutes'  connection  seemed  to 
produce  no  further  benefit.  Indeed,  the  tracings  which  were 
taken  show  that  the  blood  pressui'e  rises  so  rapidly  in  the 
depleted  animal  with  the  advent  of  the  new  blood  that  it 
may  soon  equal  that  in  the  blood-giver;  and  as  this  equili- 
brium becomes  established  the  flow  from  the  one  to  the 
other  ceases.  I  think  that  this  rapid  rise  of  the  blood 
pressure  is  caused  not  so  much  by  the  amount  of  the  new 
blood  as  by  its  action  in  directly  stimulating  the  muscular 
tissue  of  the  small  arteries  to  contract,  as  well  as  by  the 
increase  in  force  of  the  heart's  beats  consequent  on  the  rise 
of  pressure  in  the  arterial  system.  And  this  stimulant 
action  may  be  due  to  the  fact  that  the  new  blood  is  some- 
what cooled  in  transmission  through  the  tube. 

Immediately  after  recovering  from  the  ansesthetic  the 
depleted  animal  was  able,  in  nearly  every  case,  to  walk, 
whilst  the  one  that  gave  the  blood  was  apparently  none  the 
worse  for  the  amount  it  had  surrendered.  In  some  cases  the 
patient  was  strong  enough  to  run  about,  and  take  its  usual 
food  the  next  day  after  the  operation,  but  often  for  a  day  or 
two  it  was  weak  and  indisposed  to  move.  This  was  mainly 
owing  to  the  fact  that  the  whole  of  the  blood  lost  by  deple- 
tion was  not  replaced  by  an  equal  amount  of  the  new  blood. 
For  whereas  in  each  experiment  from  four  to  ten  ounces  of 
blood  were  taken  (the  amount  varying  according  to  the 
weight  of  the  animal),  it  is  reckoned  that  in  no  case  was 
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more  than  four  or  five  ounces  substitutedj  and  generally  far 
less.* 

The  animals  were  usually  weighed  every  day  after  tlie 
operation  and  were  found  to  increase  steadily  until  they 
regained  the  weight  they  had  before  the  experiment.  This 
happened  in  about  a  week. 

In  one  or  two  cases  temperature  observations  were  made, 
but  no  departure  from  the  normal  was  noticed. t 

One  case  terminated  fatally  from  secondary  haemorrhage 
on  the  seventh  day,  but  this  animal  was  unhealthy  at  the 
time  of  the  operation  (skin  disease). 

As  before  noticed,  in  most  of  the  experiments  observations 
upon  the  blood  pressure  were  recorded  upon  a  revolving 
cylinder,  and  serve  to  show  very  clearly  the  remarkable  and 
instantaneous  effect  which  the  centripetal  arterial  transfusion 
produces. J  The  detailed  consideration  of  these  and  other 
points  of  a  more  purely  physiological  interest  I  purpose 
reserving  for  publication  elsewhere. 

Of  these  experiments  on  centripetal  transfusion  from 
artery  to  artery,  I  have  performed  thirteen  in  all,  with  a 
view  to  observing  the  remote  as  well  as  the  immediate  eflFect. 
I  have  just  referred  to  the  one  case  which  terminated  fatally 
from  secondary  haemorrhage ;  all  the  others  made  good  re- 
coveries. Six  of  the  thirteen  were  on  cats,  the  other  seven  on 
dogs.  Other  experiments  of  a  like  nature  were  made  solely 
with  the  view  of  noting  the  immediate  eflFects  of  the  trans- 
fusion, and  the  animals  were  killed  immediately  after. 

*  The  amount  was  determined  in  one  instance  by  weighing  the  giver  very 
carefully  before  and  after  an  experiment,  in  which  the  connection  between  the 
animals  was  kept  open  for  two  minutes  and  a  half.  The  following  is  the 
result : 

Weight  before  transfusion  .  ,     3884  grammes. 

Weight  after  transfusion   .  .  .     3770        „ 

Difference     .  .  .       114        „ 

t  I  regret  that  the  imperfect  arrangements  and  scattered  form  of  laboratory 
for  physiological  work  which  at  present  exists  at  University  College  rendered 
careful  observations  upon  the  temperature,  urine,  &c.,  after  the  transfusions, 
almost  impossible. 

X  See  Appendix  C. 
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Other  methods  of  transfusion. 

Although  most  of  my  late  experiments  have  been  of  the 
kind  just  described,  some  were  instituted  to  test  the  relative 
efficacy  of  other  methods  of  transfusion,  and  especially  direct 
venous  transfusion,  and  others  again  to  determine  whether  it 
were  possible  by  transfusion  to  resuscitate  a  depicted  animal 
in  which  the  circulation  and  respiration  had  entirely  ceased. 
The  experiments  on  the  last  point  have  yielded  so  far  negative 
results.  Although  the  hearths  beats  may  be  resumed  when 
blood  is  transfused  centripetally  into  the  arteries,  the  respi- 
rations, when  they  have  once  entirely  ceased,  seem  never  to 
recommence ;  probably  the  respiratory  centre  loses  its  vitality 
very  speedil}'. 

My  observations  on  other  modes  of  transfusion  have  been 
few  in  number,  and  in  the  main  confirmatory  of  the  results 
of  other  experimenters.  They  clearly  show  that  direct 
transfusion  from  vein  to  vein  is  easy,  and  rapidly  effectual, 
provided  that  the  blood  pressure  in  the  arteries  has  not 
fallen  to  too  low  a  point.  There  is  a  greater  liability  to 
clotting  in  the  tube  in  consequence  of  the  slower  flow,  but 
this  is  not  a  serious  difficulty  for  there  is  generally  time  for 
enough'  blood  to  pass  before  the  tube  is  occluded.  Thus,  in 
two  experiments  it  was  found  that  from  five  to  six  ounces  of 
blood  flowed  in  less  than  three  minutes  through  a  glass 
cannula  (and  fifteen  inches  long  india-rubber  tube),  which 
was  fastened  into  the  external  jugular  vein  of  a  dog,  and  it 
is  certain  it  would  not  flow  less  quickly  into  a  vein  than 
into  the  air,  for  there  is  a  very  slight  but  distinct  suction 
action  in  the  veins,  especially  those  near  the  thorax.  The 
intervention  of  an  elastic  pump  (as  in  Aveling's  apparatus) 
does  not  accelerate  the  flow.  On  the  contrary,  it  may  stop 
it  altogether  (as  happened  in  one  of  my  experiments),  owing 
to  the  thin  flaccid  wall  of  the  vein  being  sucked  against  the 
mouth  of  the  afferent  cannula.  Its  use  is  to  be  deprecated 
on  this  account,  and  also  because  it  is  liable  to  force  the 
clots  which  form  in  the  tube  into  the  patient's  vein  ;  more- 
over, it    increases   the  extent   of  internal   surface   of  the 
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apparatus^  and  hence  the  liability  to  the  introduction  of 
bacterial  germs. 

The  use  of  pure  India  rubber  for  the  cannulas  and  tubes 
has  no  advantage  over  glass  and  red  vulcanised  india  rubber. 
Thus,  I  inserted  one  of  the  india-rubber  cannulas  of 
RoussePs  apparatus  (obtained  from  Messrs.  Krohne  and 
Seseraann)  into  a  dog's  jugular  vein,  and  connected  with  it 
a  piece  of  the  india-rubber  tubing  of  the  same  apparatus. 
About  two  ounces  of  blood  flowed  freely  through  the  tube, 
and  the  blood  then  began  to  drop  slowly.  I  next  connected 
Roussel's  pump  to  the  end  of  the  tube.  On  working  the 
pump  fluid  blood  mixed  with  clots  was  ejected,  bnt  the 
working  soon  ceased,  the  pump  refusing  to  dilate.  On 
examination  both  cannula  and  tube  were  found  to  be  com- 
pletely stopped  up  by  clotted  blood. 

It  is,  moreover,  impossible  to  understand  how  strong  suction, 
such  as  the  india-rubber  pump  exerts  whilst  dilating,  could 
be  felt  for  any  distance  along  flaccid,  collapsable  tubes,  like 
the  superficial  veins.  There  is  no  reason  why  the  blood  which 
is  flowing  along  the  veins  of  the  donor  should  not  just  as 
readily,  or  even  more  readily,  traverse  a  simple  india-rubber 
tube,  so  long  as  clots  do  not  occlude  this.  And  if  a  simple 
tube  be  used  there  is  no  danger  of  any  clots  which  may 
foi'm  on  the  wall  of  the  tube  being  forced  into  the  vein  of 
the  recipient. 

With  regard  to  the  apparatus  to  be  used  for  transfusion,  I 
would  most  strongly  endorse  the  dictum  of  Landois  "  Das 
Einfachste  ist  unbedingt  das  Beste.^'  The  more  a  transfusion 
apparatus  departs  from  the  primitive  simplicity  of  a  short 
simple  tube  the  greater  is  the  risk,  not  only  of  contamina- 
tion with  bacterial  germs,  and  of  the  formation  and  intro- 
duction of  clots,  but  also  of  the  entrance  of  air  into  the 
circulation.  In  transfusing  into  an  artery  this  would  matter 
less,  but  in  a  vein  it  would  be  most  serious.  For  although  a 
little  air  can  be  introduced  into  a  vein  of  a  healthy  animal 
with  the  supervention  of  only  transient  symptoms  of  distress, 
nevertheless,  in  a  bloodless  patient,  the  weakened  heart 
would  probably  succumb  altogether  to  the  disturbance  of  its 
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functions  which  that  distress  indicates.  And  it  is  better 
to  have  glass  rather  than  metal  cannulas,  so  that  the  presence 
of  any  air  in  the  apparatus  may  be  detected.  It  is  asserted 
by  some  that  the  contact  with  glass  causes  a  deterioration 
(?  coagulation)  of  the  blood,  but  so  far  as  I  can  ascertain 
there  is  not  sufficient  evidence  to  show  that  clean  and 
smooth  glass  is  more  liable  to  promote  coagulation  than 
other  materials  of  which  tubes  and  cannulas  are  made. 

I  think,  therefore,  that  direct  transfusion  through  a  short 
simple  flexible  tube  is  to  be  preferred  to  every  other  method. 
It  may  be  cither  from  a  vein  of  the  giver  into  a  vein  of  the 
patient,  or  from  an  artery  of  the  giver  into  an  artery  of  the 
patient — centripetally.  The  former  will  probably  be  pre- 
ferred in  most  cases,  since  it  involves  a  less  serious  operation. 
And,  I  believe,  that  in  most  cases,  with  all  due  precautions 
to  exclude  air,  direct  venous  transfusion  is  perfectly  safe  and 
rapidly  effectual.  But  if  the  patient  is  absolutely  in 
extremis,  so  that  the  failure  of  the  heart  is  momentarily 
expected,  then  I  think  that  direct  arterial  transfusion  may 
yield  results  which  are  truly  magical.  Even  should  the 
heart  have  ceased  to  beat  while  the  operation  of  inserting  the 
tubes  was  being  effected,  I  doubt  if  resuscitation  might  not 
result  from  the  connection  of  the  two  arteries."^  Certainly 
such  a  result  could  not  follow  transfusion  into  a  vein. 


Conclusions  arrived  at. 

To  recapitulate,  the  conclusions  to  which  my  own  re- 
searches and  the  study  of  the  results  obtained  by  other 
observers  have  led  me  are  as  follows : 

*  Blundell,  after  describing  his  experiments  on  resuscitation  after  apparent 
death  from  bleeding,  says,  "The  preceding  experiments  do  not  enable  me  to 
decide  whether  in  apparent  death  from  bleeding  a  preference  should  be  given 
to  the  injection  of  blood  into  the  (jugular)  vein  or  the  (carotid)  artery;  but  I 
think  on  the  whole  the  blood  ought  to  be  injected  into  the  (carotid)  artery 
towards  the  heart,  in  order,  if  possible,  to  reneio  the  circulation  throvgh  the 
coronary  vessels," 


ON    BLOOD-TRANSFUSION.  333 

1.  Ordinary  milk  is  higlaly  detrimental,  and  ought  never 
to  be  used  for  transfusion. 

2.  Solution  of  salt,  and  any  other  watery  fluid,  is  without 
permanent  benefit,  and  should  never  be  used  for  transfusion. 

3.  The  blood  or  serum  of  the  lower  animals  is  highly 
detrimental,  and  in  large  quantities  fatal,  and  ought  never 
to  be  used  for  transfusion  in  the  human  subject. 

4.  The  only  fluid  which  can  be  employed  with  any  benefit 
for  transfusion  in  the  human  subject  is  human  blood,  and  this 
may  be  either  in  the  normal  or  in  the  defibrinated  condition. 

5.  The  less  the  blood  used  for  transfusion  is  suff'ered  to 
come  into  contact  with  foreign  surfaces  the  better  is  likely 
to  be  the  ultimate  result. 

6.  Consequently,  the  more  the  apparatus  used  is  simplified 
the  better  is  likely  to  be  the  result. 

7.  The  simplest  and  best  form  of  apparatus  is  a  short, 
flexible  tube,  terminating  in  glass  cannulas,  which  is  used  to 
directly  connect  either  a  vein  of  the  giver  to  a  vein  of  the 
patient,  or  an  artery  of  the  giver  to  an  artery  of  the  patient. 

8.  The  amount  of  blood  used  may  be  measured  by  the 
time  of  flow.  Enough  blood  would  probably  flow  from  vein 
to  vein  in  three  or  four  minutes ;  from  artery  to  artery 
(towards  the  heart)  in  half  a  minute  or  a  minute. 

9.  In  ordinary  cases  in  which  transfusion  is  required  it 
will  probably  be  found  most  convenient  to  employ  the 
method  of  direct  transfusion  from  vein  to  vein,  but  in  cases 
where  death  is  imminent  direct  transfusion  from  artery  to 
artery  towards  the  heart  ought,  if  possible,  to  be  carried  out. 

10.  Failing  any  person  willing  to  submit  to  have  a 
cannula  inserted  into  a  blood-vessel,  but,  nevertheless,  one 
being  found  ready  to  yield  blood  into  a  basin  by  the  ordinary 
process  of  venesection,  transfusion  may  yet  be  tried,  although 
with  greater  risk  to  the  patient,  by  means  of  a  syringe  or 
elastic  pump.  The  arm  of  the  giver  and  the  interior  both 
of  the  basin  and  of  the  instrument  ought  to  be  washed 
thoroughly  with  hot  water  containing  carbonate  of  soda  in 
solution,  and  the  blood  injected  quickly  without  defibrina- 
tion, and  with  every  precaution  to  prevent  the  introduction 
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of  air.  Injection  into  an  artery  of  the  patient  towards  the 
heart,  as  recommended  by  Blundell,  ought  to  be  preferred 
to  any  other  mode.  If  the  injection  is  into  a  vein  a  funnel 
with  an  india-rubber  tube,  provided  with  a  spring-clip,  and 
with  the  cannula  for  the  vein  attached  to  the  end  of  the 
tube,  is  as  simple  and  effectual  an  apparatus  as  could  be 
devised. 


APPENDIX  A. 


I  append  the  directions  and  precautions  necessary  to  be 
observed  in  performing  the  operation  of  direct  transfusion 
through  a  simple  tube. 

1.  Direct  venous  transfusion. 

Apparatus  required, — Two  glass  cannulas  of  appropriate 

I  size  and  shape  (see  figure  a),  and  a  piece  of 
black  india-rubber  tubing  seven  inches  long, 
and  not  less  than  a  quarter  of  an  inch  bore, 
fitted  to  the  cannulas.  This  apparatus  could 
always  be  improvised. 
Procedure. — Place  the  transfusion  tube  in  a 
basin  of  hot  water  containing  a  little  carbonate 
of  soda.  Put  a  tape  round  the  arm  of  the  patient 
just  below  the  place  where  the  vein  is  to  be 
opened  and  another  just  above.  Expose  the  vein 
by  an  incision  through  the  skin,  which  should 
be  made  transversely  if  the  position  of  the  vein  cannot  be 
made  out  through  the  skin.  Clear  a  small  piece  of  the  vein 
with  forceps,  and  slip  a  pointed  piece  of  card  underneath  it. 
By  a  snip  with  scissors  make  an  oblique  opening  into  the  vein, 
and  partly  insert  a  small  blunt  instrument  (such  as  a  wool- 
needle)  so  that  the  aperture  is  not  lost.  Remove  the  upper 
tape.  Next  prepare  the  vein  of  the  giver.  To  do  this  put 
tapes  around  the  arm  just  below  and  above  the  place  where 
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the  vein  is  to  be  opened.  Expose  the  vein  by  a  longitudinal 
incision  through  the  skin.  Clear  a  small  piece  of  the  vessel 
with  forceps  and  pass  a  thread  ligature  underneath.  A  slip 
of  card  may  also  be  placed  under  this  vein.  Make  a  snip 
into  the  vein  just  above  the  ligature^  and  then,  taking  the 
transfusion  tube  out  of  the  soda  solution,  slip  one  of  the 
cannulas  into  the  vein  of  the  giver,  and  tie  it  in  with  a 
simple  knot,  which  can  be  readily  untied.  Let  the  giver  go 
to  the  bedside  and  place  his  arm  alongside  that  of  the  patient. 
Hold  the  end  of  the  india-rubber  tube  with  the  second 
cannula  up  a  little,  and  release  the  lower  tape  on  the  arm  of 
the  blood-giver.  As  soon  as  blood  flows  out  of  the  second 
cannula  pinch  the  india-rubber  tube  close  to  the  cannula,  so 
as  to  stop  the  flow,  and  removing  the  wool-needle,  slip  the 
end  of  the  cannula  into  the  vein  of  the  patient,  hold  it  there, 
and  allow  the  blood  to  pass  freely  along  the  tube.  Three 
minutes  will  generally  be  long  enough  for  the  flow,  which 
can  be  stopped  by  compressing  the  vein  of  the  giver  below 
the  cannula.  Both  cannulas  may  now  be  withdrawn  and  the 
ligature  removed  from  the  vein  of  the  giver,  the  cut  veins 
being  dealt  with  in  the  usual  way.  Of  course,  the  other 
tape  on  the  arm  of  the  donor  must  be  removed  as  soon  as 
the  transfusion  is  over. 

Instead  of  using  the  transfusion  tube  empty  it  may  be 
filled  with  soda  solution  to  the  exclusion  of  air.  It  is  neces- 
sary to  have  one  or  two  spring  clips  on  the  tube  to  prevent 
the  escape  of  the  solution.  This  is  a  much  better  plan  than 
the  other,  for  the  blood  need  not  be  allowed  to  flow  into  the 
tube  until  the  second  cannula  is  inserted,  and  then,  by  opening 
the  clips,  it  may  drive  the  soda  solution  before  it  into  the 
vein.  The  small  quantity  of  carbonate  of  soda  solution 
necessary  to  fill  the  simple  tube  will  do  the  patient  no  harm. 

2.  Direct  centripetal  arterial  transfusion. 

In  the  first  place  we  have  to  determine  Avhat  artery  or 
arteries  would  be  most  available  for  the  purpose.  The  (left) 
radial  artery  could  be  most  easily  dealt  with,  and  its  use 
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would  involve  less  subsequent  inconvenience  to  the  donor  of 
the  blood  than  any  other.  But  if  it  is  considered  necessary 
to  choose  some  other  artery,  I  think  the  dorsal  artery  of  the 
foot  should  be  selected,  for  its  employment  presents  several 
advantages.  It  is  a  minor  artery,  but  nevertheless  large 
enough  for  the  insertion  of  a  cannula ;  it  is  comparatively 
superficial,  and  pretty  easily  found;  and  by  causing  the  person 
yielding  the  blood  to  stand  up,  a  great  amount  of  pressure 
may  be  obtained  in  it.  In  the  bloodless  patient,  especially 
if  there  be  much  subcutaneous  fat,  this  artery  might  not  be 
readily  found. 

Apparatus  required. — A  piece  of  india-rubber  tubing,  six 

or  seven  inches  long,  two  glass  cannulas  of  appropriate  shape 

and  size,  like  that  marked  b  in  the  figure,  and 

■    some  spring  clips,    two    of  which    should   be 
small  for  compressing  the  arteries,  the  others 
larger  and  adapted  for  clipping  the  tube.     The 
smaller  clips  might    be   dispensed   with,    and 
ligatures  fastened  with  a  slip  bow  might  be 
used  instead,  in  the  way  Lower  recommended. 
Before  commencing,  it  is  important  to  ensure 
that  the  india-rubber  tube  cannot  slip  off  the 
cannulas.     It  ought  to  be  secured  to  them  by 
f^^   ^"~^       tight  ligatures,  or  by  binding  wire.     This  pre- 
caution   is   necessary  because   the   arterial   blood  is  under 
considerable  pressure.     This  would  tend  to  force  the  tubes 
apart  and  might  cause  copious  luemorrhage. 

The  transfusion  tube  is  to  be  placed  as  before  in  carbonate 
of  soda  solution. 

Procedure. — The  artery  of  the  patient  must  first  be  exposed. 
To  do  this  make  an  incision  an  inch  in  length  through  the 
skin  over  the  line  of  the  artery,  and  then  divide  to  an  equal 
extent  the  subcutaneous  tissue  and  fascia  which  covers  it. 
About  three  quarters  of  an  inch  in  length  of  the  vessel  is  to 
be  separated  from  the  ensheathing  connective  tissue  and 
from  its  accompanying  veins  by  slipping  a  blunt  instrument, 
such  as  an  aneurism  needle  or  the  blade  of  a  forceps,  under- 
neath and  moving  it  up  and  down.     A  small  i)iece  of  card, 
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cut  into  a  long  triangular  shape,  may  then  be  placed  under 
instead  of  the  needle.  A  ligature  is  next  tied  tightly  around 
the  lower  end  of  the  piece  of  artery,  another  is  looped  loosely 
around  the  middle,  and  a  spring  clip  is  put  on  close  to  the 
upper  end.  The  vessel  may  now  be  opened  just  above  the 
lower  ligature  by  a  snip  with  the  scissors. 

If  the  artery  have  any  branch  at  the  exposed  part  this 
ought  to  be  tied  before  commencing  to  isolate  the  vessel. 
In  the  person  who  is  to  yield  the  blood  exactly  the  same 
process  is  carried  out. 

The  transfusion  tube  is  next  filled  (by  suction)  with  soda 
solution,  and  this  is  prevented  from  escaping  by  one  or  two 
spring  clips  on  the  tube. 

One  of  the  glass  terminals  is  tied  into  the  artery  of  the 
giver,  and  the  other  into  the  artery  of  the  patient,  the  ends 
of  both  being  directed  towards  the  heart. 

All  is  now  ready  for  the  transfusion.  To  effect  this, 
remove  the  clips  on  the  india-rubber  tube  and  open  the 
clip  on  the  artery  of  the  patient,  then  open — not  remove — 
that  on  the  artery  of  the  giver,  and  keep  it  open  one 
minute,  or  a  little  longer  if  it  seems  advisable.  Allow  the 
clips  to  close  again,  and  if  the  patient's  condition  is  amelio- 
rated, the  operation  may  be  ended  by  tying  the  arteries — 
first  that  of  the  giver  then  that  of  the  patient — ^just  above 
the  clips. 

Finally,  cut  out  and  remove  the  cannulas,  together  with 
the  pieces  of  artery  into  which  they  are  tied. 
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APPENDIX   C. 


Tracings  (taken  with  Pick's  kymograph)  of  the  pressure 
in  the  femoral  artery  of  a  dog.  I.  Normal.  II.  After  con- 
siderable loss  of  blood.  III.  After  two  minutes'  connection 
with  the  femoral  artery  of  another  dog. 

The  weight  of  the  dog  used  was  3530  grammes ;  the 
amount  of  blood  withdrawn  195  grammes,  in  successive 
quantities  of  14,  96,  55,  and  30  grammes  (an  interval  of 
twenty  minutes  between  the  second  and  third  depletion ;  a 
minute  or  two  between  the  others).  The  straight  line  in 
each  case  is  the  abscissa.  To  obtain  the  absolute  pressure  as 
expressed  by  a  mercury  column  the  ordinates  must  be 
multiplied  about  six  times. 

Both  animals  were  completely  under  the  influence  of 
ether  throughout  the  experiment. 


ON    BLOOD-TRANSFUSION.  343 

APPENDIX   D. 
List  of  Works  on  Transfusion  consulted. 

Philosoph.  Trans.,  vol.  i,  for  the  first  exact  experimeuts 
on  transfusion. 

*P.  ScHEEL.  Die  Transfusion  des  Blutes,  he,  Copenhagen, 
1802.  In  this  work  an  account  is  given  of  all  the  literature 
of  the  subject  up  to  that  time. 

J.  Blundell.  Researches,  Physiological  and  Pathological, 
1824. 

BiscHOFF.     Miiller's  Archiv,  1835  and  1838. 

Brown-Sequard.  Comptes  rendus  de  la  Societe  de 
Biologic;  C.  r.  de  l^Acaderaie  des  Sciences;  Journal  de  la 
Physiologic  (1849-1858). 

Panum.     \irch.  Arch.,  1863  and  1875. 

KtJHNE.     Centralbl.  f.  d.  Med.  Wiss.,  1864. 

AvELiNG.     Obst.  Trans.,  1865. 

G.  Hewitt.     Obstet.  Trans.,  1865. 

HuETER.  Centralbl.  f.  d.  Med.  Wiss.,  1869.  Arch.  f. 
Klin.  Chirurgie,  1870. 

Herzberg.     Inaug.  Diss.,  1869. 

B.  Hicks.     Guy's  Hospital  Reports,  1869. 

Belina.  Comptes  rendus,  1869,  and  Arch,  de  Physi- 
ologic, 1870  and  1873  (2me  edition). 

Albini.     Circulazione  e  Transfusione,  1872. 

Worm  Muller.  Die  Abhangigkeit  des  arteriell.  Druckes 
v.  d.  Blutmenge,  1873. 

Caselli.  Considerazione  sulla  Transfusione,  Bologna, 
1874. 

^Gesellius.  Die  Transfusion,  &c.,  1873,  and  Zur  Thier- 
blut  Transfusion  beira  Menschen,  1874. 

MoNCOQ.  Transfusion  Instantanee,  &c.,  2me  edition, 
1874. 

Hasse.     Die  Laramblut-Transfusion,  &c.,  1874. 

Lesser.     Transfusion  und  Autotransfusion,  1875. 

■'^Landois.     Die  Transfusion  des  Blutes,  Leipzig,    1875. 
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Beitrage  zur  Transfusion  des  Blutes,  Deutsch.  Zeitsclir.  f. 
Chirurgie,  1878. 

JuLLiEN.     De  la  Transfusion  du  Sang,  1875. 

T.  Gaillard  Thomas.  Intravenous  Injection  of  Milk,  1878. 

RoussEL.  La  Transfusion,  1876.  Rapport  sur  la 
methode,  &c.,  1876. 

Many  other  works  have  come  under  notice  in  addition  to 
these.  On  the  other  hand,  there  are  others  which  I  have 
not  seen,  but  am  only  acquainted  with  from  the  references 
made  to  them  by  other  observers.  I  have  not  attempted 
to  give  an  account  of  the  literature,  for  it  will  be  found  in 
the  works  of  so  many  of  those  who  have  preceded  me  in  the 
subject.  Those  books  and  papers  in  the  above  list  which 
contain  the  fullest  account  of  the  literature  are  marked  with 
an  asterisk,  and  of  these  the  two  works  by  Landois  will  best 
repay  consultation. 

The  President  said  that  he  felt  sure  that  the  Society  would 
agree  with  him  as  to  the  great  value  of  Mr.  Sehafer's  report, 
which,  he  did  not  doubt,  would  greatly  improve  our  knowledge 
of  the  operation  of  transfusion,  and  extend  its  usefulness.  One 
good  resulting  from  it  would  be  that  it  would  place  it  on  a  more 
scientific  footing,  and  would  at  once  put  a  stop  to  such  experi- 
ments as  the  transfusion  of  milk  and  other  fluids,  of  which  we 
had  heard  a  good  deal  from  America,  and  the  unscientific  value 
of  which,  it  seemed  to  him,  Mr.  Schiifer's  report  had  conclusively 
settled.  He  was  struck  with  the  fact  that  he  had  made  but  little 
reference  to  the  use  of  defibrinated  blood,  which  was  the  proce- 
dure he  (the  President)  had  employed  in  the  operations  he  had 
performed,  and  with  good  results.  The  experience  of  Mr. 
McDonnell,  and  others,  in  Dublin  was  strongly  in  favour  of  his 
method.  It  possessed  the  great  advantage  of  not  necessitating 
auy  hurry  or  rapidity  of  procedure,  the  blood  being  prepared  in 
another  room,  so  that  every  step  of  the  operation  may  be 
performed  with  the  greatest  deliberation.  Those  who  recall  to 
mind  the  scene  generally  attendant  on  cases  of  post-partum 
haemorrhage  requiring  transfusion  will  readily  appreciate  the 
advantage  of  this.  The  risk  of  embolism  from  portions  of 
fibrine  unremoved  by  straining  he  believed  to  be  hypothetical. 
As  regards  immediate  transfusion  by  Aveling's  method,  he  had 
refrained  from  trying  it  because  it  seemed  to  him  that  his 
management  of  the  apparatus  was  too  complicated  for  general 
use  without  preliminary  practice,  which   few  had   resorted  to. 
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Schafer's  nietliod  of  obtaining  the  same  object  seemed  much 
more  simple,  and  he  would  certainly  try  it  should  the  opportunity 
for  doing  so  present  itself.  He  feared,  however,  that  arterial 
transfusion,  as  described  by  him,  would  prove  too  difficult  for 
ordinary  use.  The  President  concluded  by  offering  Mr.  Schiifer 
the  thanks  of  the  Society  for  his  interesting  communication. 

Dr.  J.  Beaxton  Hicks  remarked  that  the  paper  made  no 
mention  as  to  the  use  of  a  mixture  of  saline  solution  with  blood 
to  prevent  coagulation,  a  plan  which  he  had  recommended  and 
employed.  The  information  which  he  was  anxiously  awaiting 
was  whether  the  saluie  mixture  so  made  affected  the  main  cj^uan- 
tity  of  the  blood  in  such  a  manner  as  to  decrease  its  coagulating 
power  when  it  arrived  at  the  uterus,  whereby  wholesome  coagu- 
lation was  interfered  with.  If  this  could  be  shown  not  to  occur, 
then  Dr.  Hicks  held  that  this  method  was  all  that  could  be 
desired.  He  spoke  with  some  experience  in  the  matter,  having 
done  nine  cases,  and  the  ease  and  comfort  with  which  the  opera- 
tion could  be  performed  made  a  striking  contrast  to  the  old 
methods.  He  had,  at  Dr.  Pavy's  suggestion,  employed  the 
phosphate  of  soda,  it  could  be  used  in  the  propoi'tion  of  one 
solution  to  three  of  blood,  and,  as  in  defibrinated  blood,  the 
whole  preparation  could  take  place  outside  the  patient's  room. 
But  it  seemed  to  him  that  it  had  not,  at  least,  the  disadvantage 
of  this  plan,  for,  however  carefully  strained  the  whipped  blood 
might  be,  still  it  was  impossible  to  prevent  small  particles 
passing  through,  which  would  favour  embolisms.  Again,  he 
thought  these  two  plans  practically  better  than  direct  trans- 
fusion, i.e.  by  means  of  a  tube.  For,  from  what  he  had  seen,  he 
found  that,  as  the  person  who  generally  gave  blood,  amongst  the 
poorer  classes  especially,  was  the  husband,  when  he  was  bi-ought 
into  the  appalling,  and  to  him  new,  sights  which  generally 
accompanied  a  flooding  case,  he  turned  faint,  the  blood  stream 
ceased,  and  that  meant  coagulation,  and  a  temporary,  at  least, 
arrest  of  the  oijeration.  These  scenes  are  entirely  avoided  by 
the  saline  solutions  or  the  whipped  blood.  The  apparatus  he 
had  employed  was  made  up  by  Krohne  and  Seseman,  and  took 
up  very  little  space,  being  a  syringe,  small  lancet  on  handle, 
probe,  two-nozle  thermometer,  gravimeter,  and  bottle  for  the 
phosphate.  There  was  one  other  remark  which  he  would  make 
on  the  imper,  which  was  the  most  scientific  written  on  the  subject 
in  England,  and  this  was  on  the  observation  of  the  author  that 
it  was  not  so  much  cfiiantity  as  quality  which  was  wanted.  Now, 
Dr.  Hicks'  experience  showed  that  in  the  majority  of  severe 
floodings  he  had  transfused  there  was  exceedingly  small  quan- 
tity of  blood  in  the  veins  of  the  ai*m.  So  much  so,  in  some  there 
was  absolutely  none,  not  even  a  bead  of  blood  to  indicate  the 
position  of  the  vessel,  which  was  only  found  by  careful  observa- 
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tion.     Hence  a  certain  quantity  of  fluid  is  a  distinct  requirement 
as  well  as  quality. 

Dr.  Champneys  said  that  he  thought  some  caution  was  needed 
in  applying  the  results  of  these  experiments  on  animals  to  man. 
Some  years  ago  he  had  the  opportunity  of  witnessing  some  dozen 
cases  of  transfusion  from  the  carotid  of  the  lamb  directly  into 
one  of  the  veins  of  the  forearm  of  the  human  subject.  In  all 
the  cases  the  phenomena  were  the  same,  and  the  experiments 
were  the  most  interesting  vivisections  he  had  ever  seen.  After 
a  short  interval  from  the  commencement  of  the  transfusion 
began  difficulty  of  breathing,  with  a  feeling  of  oppression,  then 
flushing,  followed  by  sweating,  which  began  on  the  forehead 
and  face,  then  extended  to  the  neck,  upper  part  of  the  chest,  and 
bacts  of  the  hands — the  exposed  parts  of  the  body,  in  fact.  Next 
day,  and  for  a  few  days,  ha^matinuria,  and  in  all,  or  nearly  all, 
cases  urticaria.  The  cases  were  those  of  phthisis,  more  or  less 
advanced,  under  the  care  of  Dr.  Fiedler,  of  Dresden,  and  were 
undertaken  in  consequence  of  some  similar  cases  which  had  been 
recently  published  by  Prof.  Hasse,  and  in  which  the  transfusion 
was  said  to  have  produced  at  least  temporary  benefit.  But  the 
point  was  that  although  in  these  Dresden  cases  no  permanent 
good  seemed  to  follow  (though  some  of  them  appeared  tempo- 
rarily benefitted  by  the  addition  of  some  blood — of  whatever 
kind),  in  none  of  them  was  there  any  serious,  still  less  any  fatal, 
result.  This  is  directly  opposed  to  what  we  should  expect  from 
Mr.  Schiifer's  experiments. 

Dr.  AvELiNG  said  two  methods  of  performing  transfusion  had 
been  pi'oposed  by  Mr.  Schjifer  in  his  report  to  the  Transfusion 
Committee,  immediate  venous  and  immediate  arterial  trans- 
fusion. The  latter  plan  would  probably  never  become  popular, 
as  its  difficulties  and  disadvantages  far  outweighed  its  one  advan- 
tage, viz.  increased  arterial  pressui'e.  Immediate  venous  trans- 
fusion Dr.  Aveling  believed  to  be  the  safer  and  more  useful 
mode  of  operating,  and  the  objections  brought  against  his  appa- 
ratus he  believed  to  be  groundless.  He  wished  to  call  the 
attention  of  the  Fellows  to  autotransfusion.  By  raising  the 
legs  and  hips  of  the  i>atient  at  an  angle  of  forty-five  degrees,  and 
compressing  the  legs  and  abdomen,  sufficient  blood  may  be  made 
to  gravitate  to  the  brain  and  heart  to  preserve  life.  Tlus  method 
may  often  be  used  successfully  instead  of  transfusion.  This 
position  also  has  the  effect  of  arresting  uterine  haemorrhage. 

Mr.  ScHAFEB,  replying  to  the  remarks  that  had  been  made, 
desired  it  to  be  understood  that  very  many  of  the  results  which 
he  had  obtained  were  only  confix-matory  of  far  more  extensive 
researches  which  have  been  of  late  years  conducted  by  German 
physiologists,  and  notably  by  Prof.  L.  Landois.  He  had  con- 
sidered it  unnecessary  to  institute  many  experiments  on  the  use 
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of  defibrinatecl  blood  in  transfusion,  since  it  has  been  clearly 
recognised,  since  tbe  results  of  Panum  were  published  in  1863, 
that  defibrinated  blood   may  be   substituted   for  the  ordinary 
blood  of  a  depleted  animal  with  complete  success.     At  the  same 
time  the  method  is  not  especially  recommended,  because,  although 
effectual,  it  is  not  so  simple  as  the  transfusion  of  entire  blood, 
and  there  is  a  risk  of  contamination  with  septic  germs,  and  of 
the  injection  of  minute  clots.     In  conformity  with  this  it  is 
noticeable  that  its  use  is  always  succeeded  by  a  febrile  condition 
of  the  patient,  and  the  same  is  the  case  even  with  entire  blood 
when  complicated  pumping  apparatus  are  used.     The  difficulty 
of  employing  direct  transfusion,  arising  from  the  confused  con- 
dition of  the  house  and  its  occupants,  is  another  question,  and 
one  not  to  be  solved  by  physiological  experiments  upon  animals. 
Like  all  other  operations  this  one  must  be  practised  upon  the 
dead  body  before  being  tried  upon  the  living  body,  and  if  an 
ordinary  practitioner  has  a  doubt  about  the  undertaking  of  the 
operation,  he  can,  in  many  cases,  call  in  the  aid  of  a  surgeon. 
The  mixture  of  saline  solutions  (such  as  strong  phosphate  of 
soda  solution)  with  the  blood  in  order  to  retard  its  coagulation, 
as  recommended  by  Dr.  Hicks,  may  serve  the  purpose  intended, 
but  will  inevitably  alter  and  kill  the  blood  corpuscles.     Trans- 
fusion of  lamb's  blood  has  been  abundantly  shown  always  to  pro- 
duce most  serious  symptoms,  at  first  of  dyspnoea,  and  afterwai'ds 
of  renal  disorder,  if  transfused  in  any  amount.     The  beneficial 
effect  which   has   been   ascribed    to  it   by   Hasse   is   probably 
mythical,  and  it  is  ceriainly  fatal  if  employed  as  a  substitute  for 
blood  in  cases  of  depletion.     With  Dr.  Aveling's  remark,  with 
reference  to  the  flowing  away  of  the  blood  transfused  centripet- 
ally  by  side  branches,  and,  therefore,  not  reaching  the  aorta,  Mr. 
Schafer  fully  agreed,  and  stated  that  this  point  had  been  dis- 
cussed in  the  paper  read.     The  immediate  beneficial  effect  was 
jjroduced  by  the  increase  in  the  arterial  pressure  of  the  patient,  ^ 
and  only  secondarily  by  the  new  blood  after  this  had  traversed 
the  capillaries.      In   direct   venous   transfusion   it   is   certainly 
necessary  to  tie  the  cannula  into  the  vein  of  the  donor,  otherwise 
there  is  either  a  loss  of  blood  between  it  and  the  wall  of  the 
vein,  or  the  latter  is  injured  by  the  forcing  of  the  tube  into  it. 
And  the  placing  of  a  ligature  round  the  vein  is  a  most  simple 
procedure.     The  question  as  to  the  advantages  and  disadvan- 
tages of  the  elastic  pump  was  fully  discussed  in  the  paper. 
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WoBsuiP  (J.  L.)  i?e?narA*  in  the  discussion  on  the  use  of  forceps     .  159 
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Fresented  hy 


Author. 


Andeeson  (E.  G-arrett).  Inaugural  Address  delivered  at 
the  London  School  of  Medicine  for  "Women, 
October,  1877.  870.  Lond.  1877 

Aulas     (Claudien).     Des     Eruptions    Septicemiques ; 

These.  4to.  Paris,  1878   Purchased. 

Balbiajs"!  (G.).    Lecons  sur  la  G-eneration  des  Vertebres 

(Cours  d'Embryogenie  comparee  du  College  de 

Erance,  1877-8)  ;   recueillies  par  F.  Henneguy. 

coloured  plates,  Svo.  Paris,  1879 

Bandl  (L.)  Krankheiten  der  Tuben  der  Ligamente, 
&c. ;  see  Billroth,  Handbuch  (5). 

Babie  (Ernest;.    Etude  sur  la  Menopause. 

Svo.  Paris,  1877 

Baenes  (Fancourt).  Manual  of  Midwifery  for  Mid- 
wives,  tvoodciits,  8vo.  Lond.  1879 

Baenes  (Robert).  Tratado  clinico  de  las  Enfermedades 
de  las  Mujeres ;  vertido  del  frances  del  doctor  A. 
Cordes  y  anotado  por  Angel  P.  Fernandez. 

woodcuts,  Svo.  Madrid,  1879 

Belluzzi  (Cesare).  Operazione  Cesarea  seguita  da 
sutura  uterina  con  esite  felice  per  la  madre  e  pel 
figlio ;  Memoria.  plate,  4to,  Bologna,  1879 

B^NAED  (Paul).     De  1' Action  Hemostatique  des  injec- 

tions  sous-cutanees  d'Ergotine.      Svo.  Paris,  1879   Purchased. 

BErEiiA^'rN'  (L.  de).  Recherches  sur  la  Mortalite  des 
Femmes  en  Couches  dans  les  hopitaus. 

Svo.  Paris,  1879 

VOL.  XXI. 


Ditto. 


Ditto. 


Author. 


Publisher. 


Author. 


Ditto. 
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Presented  hy 
Billroth  (Th.)     Handbuch  der  Praueukrankheiten. 

ivoodeuts,  8vo.  Stuttgart,  1879   Purchased. 

Abschnitt  1. — Weiblichen  Genitalieu,  \ind  allge- 
meine  gynakologischc  Therapie. 
C.  Chrobak,  1879. 

„  5. — Krankbeiten  der  Tubcn,  der  Liga- 
mente,  des  Beckenperitonauin, 
und  des  Beckenzellgewebes.  L. 
Baudl,  1879. 

„  7. — Krankheiteu  der  Vagina.  A. 
Breisky,  1879. 

Blin  (A.  L.).  Etude  sur  les  Fistales  Pyo-Stercorales 
consecutives  aux  abces  de  la  cavite  abdominale  et 
indepeudantes  des  Lernies.  Svo.  Paris,  1879   Purchased. 

Blundell  (Janies).  Eesearches,  Physiological  and 
Pathologic'al ;  with  MS.  notes  of  the  author. 

plates,  Svo.  Lond.  1825      Author. 

Bollinger.     Ueber  Animale  Vaccination,  see  JReports. 
Breisky  (A.).     Krankheiten  der  Vagina  ;  see  Bilhoth, 
Handbuch  (7) 

BR0"W2f  (G-eorge).  Treatment  of  Dropsy  of  the  Gall- 
bladder by  Operation  (Cholecystotomy),  (from 
'  Brit.  Med.  Jouru.').    tvoodctifs,  Svo.  Lond.  3.879       Ditto. 

BuRCKHARDT  (Hugo).  Ueber  den  VTerth  der  verschie- 
denen  MeLhoden  der  Sectio  Caeserea ;  Inaug. 
Diss.  Svo.  Halle       Ditto. 

BusET  (Samuel  C).  Alternating  Anterior  and  Posterior 
Version  of  the  Uterus  (from  '  Gynecol.  Trans.'). 

Svo.  1S79       Ditto. 

Catalogue  of  the  Library  of  the  Eoyal  Medical  and 
Chirurgical  Society  of  London,  with  Index  of 
Subjects.  3  vols.  Svo.  Lond.  1S79      Society. 

Catalogue  of  Books  in  the  General  Library  and  in  the 
South  Library  at  University  College,  London  ; 
with  an  Appendix.  3  vols.  Svo.  Lond.  1879      College. 

Catalogue  ofBooks  added  to  the  Radcliffe  Library  during   Dr.  H.  "W. 
1875  and  1878.  ito.  Oxford,  1876-9      Acland. 

Chaignot  (Henri).  Etude  sur  I'Exploration  et  sur  la 
Sensibilite  de  I'Ovaire  ;  et  de  la  douleur  ovarique 
chez  la  femme  enceinte.  Svo.  Paris,  1879      Author. 

Cha:^berlain  (Dr.).  Midwife's  Practice;  or,  a  Guide 
for  Women  in  that  high  concern  of  conception, 
breeding,  and  nursing  Children  (one  leaf  missing). 

12mo.  Lond.  1665   Purchased. 
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Presented  by 
Champetiee  de   Eibes   (Camille).     Du  passage  de  la 
Tete  Foetale  a  travers  le  detroit  superieur  retreci 
du  bassin  dans  lea  presentations  du  Siege. 

diagrams,  8vo.  Paris,  1879   Purchased. 

Chbobak  (C).  "Weiblichen  Genitalien  und  allgemeine 
gynakologisehe  Tlierapie  ;  see  Billroth,  Hand- 
buch  (1). 

CouETT  (A.).  Traite  pratique  des  Maladies  de  I'Uterus, 
des  Ovaires  et  des  Trompes  ;  troisieme    edition. 

1^  partie,  looodcuts,  Svo.  Paris,  1879      Author. 
Dictionnaire  Encyclopedique   des   Sciences   ISIedicales  ; 
directeur,  A.  Dechambre. 

Ire  Serie,  Tom.  XX— XXIII. 
2me     „         „      XII,  XIII. 
3me     „         „     V— VII. 
4ine     „         „      I— V. 

Deapiee  (Eugene).  Considerations  sur  I'Hematocele 
Eetro-uterine  consecutive  a  la  pelvi-peritonite ; 
These.  4to.  Paris,  1876   Purchased. 

DucoE  (Paul) .     De  la  Retroversion  Uterine  pendant  la 

Grossesse.  8vo.  Paris,  1879       Ditto. 

Dumas  (Leon).  Observations  relatives  a  I'influence  de 
la  Tension  Arterielle  Puerperale  sur  la  marche  des 
Maladies,  et  a  I'etat  de  la  circulation  pendant  les 
suites  de  couches  (from  '  Archiv.  de  Tocolog.'). 

plates,  8vo.  Paris,  1878      Author. 

. Bassin  vicie  par  suite  de  I'Amputation  du  Pemur 

dans  le  jeune  age.      plate,  Svo.  Montpellier,  1879       Ditto. 

Note  relative  a  un  Cliseometre  mixte  applicable 

au  detroit  superieur  chez  la  femme  vivante. 

plate,  8vo.  Montpellier,  1879       Ditto. 

Conipte-rendu    de    la  Clinique   Obstetricale  de 

Montpellier,  1877-78.  Svo.  Montpellier,  1879       Ditto. 

Ddncajt  (J.  Matthews).  Papers  on  the  Female  Peri- 
neum, &c.  Svo.  Lond.  1879        Ditto. 

Clinical  Lectures  on  the  Diseases  of  Women. 

Svo.  Lond.  1879       Ditto. 
— —  See  West,  Diseases  of  "\V  omen. 
Dtj>''STEE  (E.  S.).     The  Prophylaxis  of  Puerperal  Con- 
vulsions (from  'Toledo  Med.  and  Surg.  Journal).        Ditto. 
Ebeetk  (C.  J.).     Die  Poetale  Eachitis  und  ihre  Bezie- 
hungen  zu  dem  Cretinismus. 

photolitliographs,  Ito.  Leipzig,  1878   Purchased. 
VOL.  xxr.  25 
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Edis  (Arthur  W.)-    Counter-seats  for  Shopwomen.    The 

Standing  Evil.  8vo.  Lond.  1878      Author. 

Emmet  (Tliomas   Addis).     Principles   and   Practice   of 

Gynsscology.  looodcuts,  8vo.  Lond.  1879   Purchased. 

Engelmann  (George  J.).  The  Difficulties  and  Dangers  of 
Battey's  Operation  (from  '  Trans.  Amer.  Med. 
Assoc.').  8vo.  Philad.  1S78      Author. 

Ercolani  (G.  B.).  Osservazioni  sopra  alcuni  costumi 
del  Vespertilio  Murinus  L.,  e  ricerche  comparate 
sulla  Pelvi  e  sul  Parto  in  questo  Animale. 

plates,  4to,  Bologna,  1879       Ditto. 

Eustache  (G.).     Memoire  sur  un  Eoetus  Derencephale. 

plates,  8vo.  Paris,  1879       Ditto. 

EoL  (Hermann).  Eecherches  sur  la  Eecondation  et  le 
commencement  de  I'Henogenie  chez  divers  ani- 
maux  (from  '  Memoires  de  la  Soc.  de  Physique 
et  d'Histoire  Nat.  de  Geneve.'). 

plates,  4to.  Geneve,  1879  Purchased. 

Feitsch  (Heinrich).     Operative  Casuistik  (from  '  Cen- 

tralblatt  fiir  Gynakologie.').  8vo.  1879      Author. 

Ein  durch  Eractur  schrages  Becken. 

plates,  imp.  4to.  Halle,  1879       Ditto. 

Galabin  (Alfred  Lewis).     The  Student's  Guide  to  the 

Diseases  of  TVomen.    e^ootfcw^s,  12mo.  Lond.  1879       Ditto. 

Gallaed  (T.).  Lemons  cliniques  sur  les  Maladies  des 
Eemmes ;  seconde  edition. 

woodcuts,  8vo.  Paris,  1879  Purchased. 

Geeaed  (Paul).  Des  Myomea  TJterins,  et  de  leur 
traitement  par  les  injections  d'Ergotine  dans  le 
tissu  de  I'Uterus.  8vo.  Paris,  1879        Ditto. 

GoocH  (Eobert).  Practical  Compendium  of  Midwifery  ; 
prepared  for  publication  by  George  Skinner 
(posthumous).  8vo.  Lond.  1831        Ditto. 

GooDELL  (William).  Laceration  of  the  Cervix  Uteri ; 
the  Address  in  Obstetrics  delivered  before  the 
Medical  Society  of  Pennsylvania,  1878. 

8vo.  Philad.  1878      Author. 

Lessons  in  Gynecology. 

ivoodcuts,  8vo.  Philad.  1879        Ditto. 

Vegetations  of  the  Endometrium  (from  '  Philad. 

Med.  Times ').  8vo.  PhHad.  1879       Ditto. 
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Presented  iy 
GoODELii  (William) .   On  the  relation  of  Neurasthenia  to 

Diseases  of  the  Womb  (from '  Gynecolog.  Trans.'). 

8yo  .1879      Author. 
GuiLLEMAiJT  (F.).     Des  Polypes  Uterins  a  apparition 

intermittente  ;  These.  4to.  Paris,  1877   Purchased. 

Hafssmakit  (D.)     Ueber  das  Verhalten  der  Samenfaden 

in  den  G-eschlechtsorganen  des  "Weibes. 

8vo.  Berlin,  1879       Ditto. 
Herman   (Gt.    Ernest).      The    Treatment    of    Uterine 

Fibroids  by  Ergot  (from  'Med.  Times  and  G-az.). 

8vo.  Lond.  1879      Author. 
HiRiGOTEN  (Louis).     Etude  pratique  sur  la  Grossesse 

et  I'Accouchement  Gemellaires.  8vo.    Paris,  1879   Purchased. 
HoGGAN  (George  and  Frances  E.).     The  Development 

and  Eetrogression  of  the  Fat-cell  (from  '  Jouru. 

Eoy.  Microscop.  Soc.'),  plates,  8vo.  1879     Authors. 

-  Etude  sur  les  Lymphatiques  de  la  Peau  (from 

'  Journ.  de  I'Anat,  et  de  la  Physiol.'), 

plates,  8vo.  Paris,  1879       Ditto. 
Htjbeet  (Eugene).     Cours  d'Accouchements. 

woodcuts,  2  vols.  8vo.  Lierre  et  Louvain,  1878   Purchased. 
Hue  (Jude).     Note  sur  1' Ablation  des  Polypes  Fibreux 

implantes    dans    le    corps    de    I'Uterus     (from 

'Annales  de  Gynecologic').          8vo.  Paris,  1877      Author. 
• Considerations  sur  le  Pied-Bot  Varus  Couge'nital 

(from  '  Union  Medicale  de  la  Seine-Inferieure  '). 

8vo.  1878       Ditto. 
— ■  Operation  du  Phimosis  par  la  Ligature  elastique 

(from     '  Bulletin     de    Therapeutique    Med.    et 

Chirurg.').  ^  8vo.  Paris,  1879        Ditto. 

Hypolitte    (Charles).      De    I'Eclampsie     Puerperale, 

specialement  de  sa  pathogenic  et  des  modifications 

de  temperature  qui  I'accompagnent. 

temperatut^e plates,  8vo.  Paris,  1879    Purchased. 
Jenks     (Edward    W)  .      Coccyodynia    (from    '  Trans. 

Michigan  State  Med.  Soc.').     8vo.  Lansing,  1873      Author. 

Two  Cases  of  Elephantiasis  Arabum. 

2ylate,  8vo.  Detroit,  1876       Ditto. 
• The    Causes    of    Sudden    Death    of   Puerperal 

Women;  an  address  delivered  before  the  Amer. 

Med.  Assoc,  1878.  8vo.  Philad.  1878       Ditto. 
Perineorrhaphy,  its  benefits  in  slight  lacerations, 

and  a  new  mode  of  operating  (from  '  Amer.  Journ. 

Obstet.').  ifOO(7c?^fs,  8vo.  New  York,  1879       Ditto. 
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JonxsTON  (Gr.).  ClinicalEeport  of  752  Cases  of  Forceps 
Delivery,  see  Reports. 

-Kehkee  (Ferd.  Adolph).  Beitriige  zur  klinisclieu  und 
experimentellen  Geburtskuude  uud  GyDiikologie. 

Baud  II,  Heft  1,  Svo.  G-iesseu,  1879   Purchased. 

Khoet  (Eustouijee  Xaserwanjee).  Digest  of  the  Prin- 
ciples aud  Practice  of  Medicine  ;  with  a  short 
account  of  the  History  of  Medicine,  and  Tables  of 
Indian  Materia  jMedica.  Svo.  Lond.  1879      Author. 

IvLOTZ  (Hermann).  Gyniikologische  Studien  iiber 
pathologische  Veranderungen  der  Portio  vaginalis 
Uteri  mit  Berilcksichtigung  des  Xormalbaues. 

lithographs,  4to.  Wien,  1879    Purchased. 

KusTXEE  (Otto).  Ueber  die  Verletzuugen  der  Ex- 
tremitjiten  des  Kindes  bei  der  Geburt  ('  Yolk- 
manu's  Sammlung,'  Xo.  167).  1879 

La>tois  (Leonard).  Die  Transfusion  des  Blutes ; 
Yersuch  einer  physiologischeu  Begriindung  nach 
eigeneu  experimental  Untersuchungen,  mit  Be- 
rilcksichtigung der  Geschichte,  der  ludicatiouen, 
der  operativer  Technik  und  der  Statistik. 

plates,  8vo.  Leipzig,  1875        Ditto. 

Beitriige  zur  Transfusion  des  Blutes. 

8vo.  Leipzig,  1878       Ditto. 
Lazaeewitch  (J.)     A  Manual  of  Midwifery   (in  Eus- 

sian).  u'oodciffs,  roy.  8ro.  Kharkoff,  1879      Author. 

Lee  (Eobert).  Practical  Observations  on  the  Diseases 
of  the  Uterus. 

Parts  1  and  2  in  1  vol.,  pJates,  fol.  Lond.  1849   Purchased, 

LEIS^MA^"  (Ti'illiam).  A  System  of  Midwifery,  includ- 
ing the  Diseases  of  Pregnancy  and  the  Puerperal 
State  ;  third  edition. 

ifoodcuts,  8vo.  Glasgow,  18S0       Ditto. 

LETOrsET  (Theophile).  De  THyste'rectomie  Sus-vaginale 
dans  le  traitement  des  Tumeurs  Uterines  en  dehors 
de  la  Grossesse.  Svo.  Paris,  1S79       Ditto. 

Ltebmak>^  (Carl).  Ueber  die  Perforation  der  Uterus- 
vrande  mittelst  der  Sonde;  Casuistik,  Experimente, 
und  Betrachtungen ;  aus  deni  Italienischen  von  S. 
Hahn.  Svo.  Berlin,  1879       Ditto. 

Macdo'ald  (Angus).  The  bearings  of  Chronic  Disease 
of  the  Heart  upon  Pregnancy,  Parturition,  and 
Childbed  ;  with  papers  on  Puerperal  Pleuro-pneu- 
ijionijv  and  Eclampsia.  8vo,  Lond.  1S7S       Ditto, 
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McLakex  (Agues) .     Etude  sur  les  Flexions  de  I'lTterus  ; 

These.  4to.  Montpellier,  1878    Authoress. 

Maiso>^nate  ( — ).  Considerations  sur  le  traitement  des 
Hematemeses  supple mentaires  des  Eegles  ;  These. 

4to.  Paris,  1877   Purchased. 
Marchand  (F.).     Beitrage  zur  Keuntniss  der  Ovarien- 

Tumoren.  plates,  4to.  Halle,  1879       Ditto. 

Another  copy.  4to.  Halle,  1879      Author. 

Martineaf    (L.).     Traite   clinique   des    Affections    de 

rUterus  et  de  ses  annexes.  8vo.  Paris,  1878   Purchased. 

Medicine,  System  of,  see  Eei/noUs. 
Merlou  (Pierre).     De  I'Ovarite  Aigue. 

8vo.  Paris,  1877       Ditto. 
Miles  (A.  J.).     The  Forceps  in  Breech  Deliveries,  with 
a  description  of  a  new  instrument. 

woodcut,  8vo.  Cincinnati,  1876      Author. 
MuNDE  (Paul  F.).     The  indications  for  Hystero-Trache- 
lorraphy,   or  the   Operation  for  Laceration  of  the 
Cervix  Utei'i  (from  '  Amer.  Jouru.  Obstet.'). 

cliromo-litlwgraphs,  8vo.  New  York,  1879        Ditto. 

Successful  Case  of  intra-venous  injection  of  Beef 

Peptone  for  exhaustion  from  Haemorrhage  from 
Uterine  Cancer  (from  '  Trans.  Obstet.  Soc,  New 
York').  8vo.  1879       Ditto. 

MuifRO  (JEneas).  Deaths  in  Childbed  and  our  Lying-in 
Hospitals :  with  a  proposal  for  establishing  a 
Model  Maternity  Institution.  8vo.  Lond.  1879 
Neale  (Eichard).  The  Medical  Digest,  being  a  means 
of  ready  reference  to  the  principal  contributions 
to  Medical  Science  during  the  last  thirty  years 
.    (New  Sydenham  Soc).  Svo.  Lond.  1877    Purchased. 

XiEBERDiNG  (Wilhelm).  ITeber  Ectropium  und  Eisse 
am  Halse  der  schwangeren  und  puerperalen 
Gebarmutter. 

coloured  plates,  roy.  Svo.  "Wiirzburg,  1879        Ditto. 
Peton  (J.  H.).     De  Taction  physiologique  et  therapeu- 

tique  de  I'Ergot  de  Seigle.  Svo.  Paris,  1878        Ditto. 

Plate  AIR  ("W.  S.).  Traite  theorique  et  pratique  de 
I'Art  des  Accouchemeuts  ;  traduit  sur  la  deuxieme 
edition  Anglaise  par  le  Docteur  Vermeil.  Dr.  "W.  S. 

ifoodciits,  8vo.  Paris,  1879      Playfair. 
PoKCET  (A.).     De  I'Hematocele  peri-uterine  ;  These. 

plates,  Svo.  Pains,  1878    Purchased, 
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Presented  hy 
De  la  Syphilis  Infantile  acquise. 

8vo.  Paris,  1878   Purchased. 

Considerations  sur  I'lctere  des  Nou- 
veau-nes  ;  et  sur  le  moment  ou  il  faut  pratiquer 
la  ligature  du  cordon  ombilical ;  These. 

4to.  Paris,  1878       Ditto. 

Eendu  (Joanny).  De  I'utilite  des  Lavages  Intra- 
Uterius  Antiseptiques  dans  I'lnfection  Puerpe- 
rale.  Svo.  Paris,  1879       Ditto. 

Eetnolds  (J.  Russell).  A  System  of  Medicine,  edited 
by  J.  Eussell  Eeynolds. 

looodcicts,  8vo.  Lond.  1879       Ditto. 
Vol.  5.  Local  Diseases  (continued). 

Eheinstaedtee  (August).  Die  extrapuerperalen  Ge- 
barmutterblutungen,  ihre  symptomatische  und 
radicale  Behandlung  ('  Volkmann's  Sammlung,' 
No.  154).  1878 

Eibemont  (Alban).  Eecherches  sur  1' Anatomic  Topo- 
graphique  du  Foetus ;  applications  a  I'Obstetrique. 

plates,  folio,  Paris,  1878       Ditto. 
Eibes,  see  CTiampetier  de  Ribes. 

EiCHAEDSON  (W.  L.).  Subacute  Cystitis  following  Par- 
turition (from  '  Boston  Med.  and  Surg.  Journ.'). 

Svo.  1876      Author. 

The  recurrence  of  Nausea  and  Vomiting  during 

the  latter   months  of  Pregnancy  (from  'Amer. 

Journ.  Obstet.').  8vo.  New  York,  1879       Ditto. 

Contribution  to  the  Study  of  Acute  Parenchyma- 
tous Nephritis  of  Pregnancy  (from  '  Gynec'olog. 
Trans.').  8vo.  1879       Ditto. 

EizzoLi  (Francesco).  Degli  Ascessi  Perivescicali  e  Ee- 
tropubici  a  Disgiungimento  della  Sinfisi  Pubiaua  ; 
Nota.  8vo.  Bologna,  1878       Ditto. 

EouTiEE  (Jules).      Considerations  sur   les  Deviations 

Menstruelles.  Svo.  Paris,  1879   Purchased 

ScHLESiNGEE  (Wilhelm).  Anatomische  und  klinische 
Untersuchungen  liber  extraperitoneale  Exsuda- 
tionen  im  weiblichen  Becken  (from  '  Med.  Jahr- 
buch.').  plate,  Svo.  1878       Ditto. 

ScHOTT  (A.).  Menorrhagieen  und  chronische  Hypera- 
mieen  des  Uteruskorpers  ('  Tolkmann's  Samm- 
lung,' No.  161).  1879 
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Presented  hy 
ScHEOEDEE  (Karl).     Ueber  cbronisclie  Ulcerationen  an 
der  vorderen  iind  hinteren  Commissur  der  Vulva 
(from 'Charite-Aunalen').  8vo.  Berlin,  1878      Author. 

Bericlit   liber   weitere    50    Ovariotomien    (from 

'Berl.  Kliu.  Wochenschr.').         8vo.  Berlin,  1879        Ditto. 

Diseases  of  the  Female  Sexual  Organs,  translated 

by  Drs.  E.  W.  Scbauffler,  L.  AVheeler,  W.  L. 
Eichardson,  E.  B.  Bronsou,  J.  H.  Emerson,  and 
P.  E._  Munde  ;  edited  bj  Albert  H.  Buck  (vol.  x 
of  *  Ziemssen's  Cyclop,  of  Med.'). 

woodctcts,  8vo.  Lend.  1875    Purchased. 
ScHUCKiNa  (Adrian),     Wie  ist  eine  streng  antiseptische 
Behandlung  der  Wunden  des  weiblichen  G-enital- 
kanals  einzurichteu ?  (from  'Klin.  Wochenschr.') 

8vo.  1877      Author. 
SiNETT  (L.  de) .     Manuel  pratique  de  Gynecologie  et  des 
Maladies  des  Eemmes. 

I"''  partie,  looodcuts,  Svo.  Paris,  1879   Purchased. 
Skiitnee,  see  Gooch,  Practical  Compendium  of  Midwifery. 
Smith  (Albeet  H.).     Pendulum  Leverage  of  the  Ob- 
stetric Forceps  (from  '  G-ynecolog.  Trans.'). 

Svo.  1879      Author. 
Smith  (Eustace) .     The  Wasting  Diseases  of  Infants  and 

Children ;  third  edition.  8vo.  Lend.  1878   Purchased. 

Smith  (J.  Lewis).  Treatise  on  the  Diseases  of  Infancy 
and  Childhood  ;  third  edition. 

woodcuts,  8vo.  Lond.  1876       Ditto. 
Spiegelbeeg  (Otto).     Ueber  Cervicalrisse,  ihre  Folgen 
und  ihre  operative  Beseitigung  (from  *  Brezlauer 
arztlich.  Zeitschrift ').  Svo.  Breslau,  1879      Author. 

Stadfeldt  (A,).  F^dslen  ved  bcekkenets  Svulster,  med 
sserligt  hensyn  til  anvendelsen  af  Laparo-Hystero- 
tomien,  Laparo-Elytrotomien  og  Hysterektomien. 

plates,  roy.  Svo.  Copenhagen,  1879        Ditto. 
Steele  (A.  B.) .     Maternity  Hospitals,  their  Mortality, 
and  what  should  be  done  with  them. 

Svo.  Lond.  1874       Ditto. 
Tatloe  (Isaac  E.).     The  Early  Delivery  of  the  Placenta 
when  Prsevia  (from  '  G-ynecolog.  Trans.'). 

plates,  Svo.  1879       Ditto. 
Testijt    (L.).     De   I'emploi   de   I'Hydrate    de   Chloral 
dans  le  traitement  de  I'Eclampsie   Puerperale  ; 
Memoire.  coloured  plate,  4to.  Paris,  ISli^^   Purchased. 


370 


ADDITIONS    TO    THE    LIBRARY. 


Presented  "by 
Thomas   (Piei're).     Des   procecles   et   des   instruments 
employes  pour  pratiquer  rEmbryotomie  dans  les 
presentations  de  I'epaule. 

woodcuts,  8vo.  Paris,  1879    Purchased. 
Thomas  (T.   Gaillard).     History  o£  Six    Cases  of  Ab- 
dominal  Pregnancy    (from   '  Amer.  Jour.    Med. 
Sc.')  Svo.  1879      Author. 

A   new   method    of    removing   interstitial    and 

submucous  Fibroids  of  the  Uterus  ;  illustrated  by 
cases  (from  *  Archiv.  of  Med.') 

ivoodcuts,  Svo.  ISTew  York,  1879       Ditto. 

Valenta  (Alois).     G-eburt  eines  Dicephalus  tribrachius 

dipus  (from  'Memorabilien.')  Svo.  Heilbrouu,  1879       Ditto. 

Veit  (Gustav).  Ueber  die  Leitung  der  G-eburt  bei 
Doppelmissgeburten  ('  A-^olkmann's  Sammlung,' 
Nos.  164-5).  1S79   Purchased. 

Ueber  die  Eetroflexion  der  Gebarmutter  in  den 

spateren  Schwangerschaftsmonaten  ('Yolkmann's 
Sammlung,'  No.  170).  1879       Ditto. 

Veeaediki  (Ferdinando) .  Del  Parto  Provocato  nelle 
agonizzanti  e  nelle  incinte  afFette  da  organiche 
Cardiopatie ;  Memoria.  4to.  Bologna,  1879      Author. 

Vermeil  ( — ).     See  Flay  fair's  Science  and  Practice  of 

Midwifery  (translated). 
Yolkmakn's  Sammlung  kliniseher  Yortrage : 

154.  Rheinstaedtcr,  Extrapuerperaleu  Gebarmutterblutungen. 

161.  Schott,  Menorrhagieen. 

164-5.  Veit,  Doppelmissgeburten. 

167.  Kustner,  Verletznugen  der  Extremitateu  des  Kindes  bei 

der  Geburt. 
170.   Veit,  Retroflexion  der  Gobiirmuttcr. 

"Wasseige  (Ad.).  Trois  nouvelles  Observations  de 
Laminage  de  la  Tete  Fcetale  (from  '  Bullet,  de 
I'Acad.  Koy.  de  Med.  de  Belgique  '). 

Svo.  Bruxelles,  1879 

Essai  pratique  et  appreciation  du  Forceps  du  Dr. 

Tarnier.  Svo.  Liege,  1879.      Author. 

"West  (Charles).     Lectures  on  the  Diseases  of  "Women  ; 

fourth  edition,  with  additions  by  J.   Matthews 

Duncan.  Svo.  Lond.  1879       Ditto. 

"White  (James  P.).     Address  in  Obstetrics  and  Diseases 

o£  "\Yomen  and  Children,  delivered  at  the  2Sth 

Annual  Meeting  of  the  Amer.  Med.  Assoc. 

Svo.  Philad.  1877       Ditto. 
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Presented  hy 
"WiNCKEL  (F.).     Die  Pathologie  der  weibliehen  Sexual- 
Organe  in  Lichtdruck   Ahhildmigen  in   origioal- 
grosse  clurch  anatomische  und  kliniscbe  Erfahr- 
uugeu  erliiutert.        Lief.  5-7,  -Ito.  Leipzig,  1879   Purchased. 

Ziemsse:s",  Cyclop.  Med.,  Vol  X,  see  Schroeder,  Diseases 
of  Female  Sexual  Organs. 


TRANSACTIONS. 


American  Gtttecologicai,  Society — 

Transactions,  vol.  iii  for  1878.  Svo.  Boston,  1879 

Ameeican  Medical  Associatio:n' — 

Transactions,  vol.  xxix.  Svo.  Philad.  1878 

Clinical  Society  of  London — 

Transactions,  vol.  xii.  Svo.  Lond.  1879 

GESELLSCHAn  flir  GrEBUBTSHiJLFE  zu  Leipzig,  Mittheil- 
ungen,  187S.  Svo.  Leipzig,  1879 

Medical  (Eoyal)  and  Chiruegical  Society — 

Transactions,  vol.  Ixii.  Svo.  Lond.  1879 

New  Toek  :   Obstetrical  Society — 

Transactions,  1876-8,  vol.  i.     Svo.  New  York,  1879 

Obsteteical  Society  (Edinburgh) — 

Transactions,  Sessions  1878-79,  vol.  v,  pt.  2. 

Svo.  Edin.,  1879 

Philadelphia:  Obsteteical  Society — 
Transactions,  vols,  iv — vi,  1S76-8. 

Svo.  Philad.  1877-9 

Smithsonian  Institution — 

Annual  Report  of  the  Board  of  Eegents  for  1877. 

Svo.  Washington,  1S78   Institution, 


Society. 
Ditto. 
Ditto. 
Ditto. 
Ditto. 
Ditto. 

Ditto. 

Ditto. 


Soci^TE  Clinique  de  Paris — 

Bulletin,  1878,  redige  par  F.  Labadie-Lagrave  et 

Henri  Huchard.  Svo.  Paris,  1879    President. 
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JOURNALS. 

Presented  hy 
Annali  di  Ostetricia,  Ginecologia,  e  Pediatria,  diretti  da 
D.  Chiara,  O.  Morisani,  E.  Porro,   D.    Tibonc ; 
vol.  i.  8vo.  Milano,  1879      Editors. 

Australian  (The)  Medical  Journal;  new  serie.s,  vol.  i. 

Svo.  Melbourne,  1879      Editor. 

Calendar  of  University  College,  London,  for  1879-80. 

8vo.  Lond.  1879      College. 

Madras  Quarterly  Journal  of  Medical  Science,  vols,  i-xii. 

Svo.  1860-G8    Dr.  Shortt. 

Grynsekologiske  og  Obstetriciske  Meddelelser,  udgivne  af 
Prof.  E.  Howitz,  vol.  ii,  pt.  2. 

Svo.  Copenhagen,  1879      Editor, 


REPORTS. 


Hospitals. — St.     Bartholomew's     Hospital     Eeports,  Hospital 
vol.  xiv.                                            8vo.  Loud.  1878        Staff. 

St.    Thomas's   Hospital    Eeports ;    new   series, 

vol.  ix.  Svo.  Loud.  1879       Ditto. 

Lting-in  Institutions. — Madras  Government  Lying-in 

Hospital— Annual  Medical  Eeport  for  1878  Dr.  W.  H. 

folio,  Madras,  1879         Harris. 

Die  Ereignisse  in  der  Koniglichen  Gjnakologis- 

chen     TJniversitats-Klinik     zu     Konigsberg    in 
Preussen  :  Bericht,  1874-77,  von  H.  Hildebrandt. 

Svo.  Konigsberg,  1879  Purchased. 

MiDWiFEEY. — Clinical  Eeport  of  752  cases  of  Eorceps 
Delivery  in  Hospital  Practice,  by  G.  Johnston. 

Svo.  Dublin,  1879      Author. 

Eegisteation. —  Annual  Eeport  of  the  Eegistrar- 
General  of  Births,  Deaths,  and  Marriages  iu 
England,  for  1877.  Svo.  Lond.  1879   Purchased. 

Vaccination. — Bericht  ueber  eine  Besuche  der  animalen 
Impf-Anstalteu  in  Belgieu,  Holland,  und  Ham- 
burg, von  0.  Bollinger.  Svo.  Leipzig,  1879 
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MUSEUM. 

Presented  by 
Cast  showing  extreme   moulding   of   the   head.     Child 
still-born,  delivered  by  forceps  in  a  prolonged, 
laborious,  primiparous  labour.  Dr.  Gr.  Roper 

Dr.  Blundell's  Apparatus  for  Transfusion,  in  mahogany  Dr.  G.  Owen 
case.  Eees. 
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